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PROCEEDINGS OF THE COUNCIL 
Sratep MeetiNG of the Council was held in ag 
John Ware Hall, Boston Medical Library,} ‘Briggs w. 
February 4, 1931, at 12 o’clock noon, the Presi- David Cheever L. R. Bragg 
dent, Dr. Robert B. Greenough, Suffolk, being Clapp 
otton Amery 
in the chair and the following 133 Councilors 
present : W. P. Cross R. W. Greene 
Bristor, NortH Cora E. Harriman G. P. Denny David Harrower 
T. J. Robinson Josephine D. Kable R. L. DeNormandie E. L. Hunt 
A. R. Crandell H. J. Keaney W. H. Ensworth A. W. Marsh 
ghee; A. A. Levi R. B. Greenough E. C. Miller 
Bristo. South Edward Mellus J. B. Hawes, 2d W. C. Seelye 
W. A. Nield C. E. Mongan John Homans F. H. Washburn 
R. H. Baxter J. P. Nelligan E. P. Joslin » R. P. Watkins 
BE. F. Curry F. G. Smith G. A. Lelan 
D. J. Fennelly ‘C. H. Staples L. S. McKittrick WorcESTER NortTH 
E. D. Gardner A. K. Stone J. H. Means R. Dame 
H. W. Thayer T. J. O’Brien C. H. Jennings 
Essex NortH Alfred Worcester A. K. Paine H. Kearney 
H. G. Armitage J. R. Torbert A. F. Lowell 
E. S. Bagnall e Conrad Wesselhoeft W. F. Sawyer 
J. F. Burnham 
A. P. George W. A. Lane The Secretary read the record of the last 
F. S. Smith - ¥. ney meeting in abstract and, as no omissions or cor- 
4 ho oe F G. Balch rections were noted they were accepted as read 
W. W. Barker and as printed in the Proceedings of the Council 
Essex SouTn A. S. Begg in the official organ. Dr. F. B. Lund, Suffolk, 
said that his committee on the Sesquicentennial 
J. A. hetard ” W. S. Burrage had had a second meeting that day previous 
Cc. L. Curtis F. S. Cruickshank to the Council meeting, he read the names of the 
J. F. Donaldson F, P. Denny committee, which had been appointed a year 
ago, and presented the following provisional pro- 
W. T Hopkins J. B. Hall gram for the meeting next June: 
J. F. Jordan W. C. Kite REPORT OF THE SPECIAL COMMITTEE ON THE CELEBRATION 
W. G. Phippen Olga C. Leary 
arles Malone rogram for Meeting of the Massachusetts Medica 
FRANKLI J. R. McPeake Society 
H. G. Stetson a a Monday, Tuesday, Wednesday, June 8, 9, 10, 1931 
M. V. Safford Monday 
7M Birnie Morning: Clinics at the different Boston hospitals. 
G. L. Steele a Afternoon: Lawn féte on the grounds of Mr. and 


MIDDLESEX EAST 
James Blenkhorn 
C. E. Montague 
F. T. Woodbury 


Norro_k SouTH 
F. E. Jones 
N. R. Pillsbury 
C. A. Sullivan 


MIDDLESEX NorTH PLYMOUTH 
J. H. Lambert F. W. Murdock 
G. A. Leahey W. G. Brown 
A. G. Scoboria T. H. McCarthy 
T. A. Stamas C. G. Miles 
G. A. Moore 
MIDDLESEX SouTH J. P. Shaw 
Fresenius Van Niiys A. C. Smith 
E. A. Andrews 
Cc. F. K. Bean SUFFOLK 
E. H. Bigelow © G. S. Derby 
D. F. Cummings J. W. Bartol 


Mrs. Larz Anderson in Brooklir. . 

Evening: Shattuck Lecture at the Boston Museum 
of Fine Arts by Dr. Alexander Primrose of 
Toronto, followed by a reception to the officers 
and guests of the Society. 


Tuesday 

Morning: Sections of Medicine, and of Radiology & 
Physiotherapy at the Hotel Statler. The Secre- 
taries of all six Sections have been asked to have 
one paper on an historical subject concerning 
their Section and some of them have procured 
these papers already. 

Noon: Annual meeting of the Council to be followed 
by the Cotting Luncheon. 


Afternoon: Sections of Obstetrics & Gynecology and 


of Tuberculosis at the Hotel. 
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Evening: Annual dinner with invited guests, at the 
Hotel. 


Wednesday 


Morning: Sections of Surgery and of Pediatrics at 
the Hotel. 
12:00 Noon: Annual meeting of the Society at the 
Hotel to be followed at 12:30 by the Annual Ora- 
tion, given by Dr. Harvey Cushing. 
1:30 P. M.: Luncheon provided by the Society. 
Evening: The Boston Surgical Society will invite 
the members of the Massachusetts Medical Soci- 
ety to the ceremony of the presentation of the 
Bigelow Medal. 
F. B. Lunp, Chairman 
for the Committee. 


Dr. D. N. Blakely, Norfolk, read the appended 
report of the Committee on Membership and 
Finance, on Membership and it was accepted and 
its recommendations adopted. 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE 
ON MEMBERSHIP 


Your Committee makes the following recommenda- 
tions as to membership: 


1. That the following named nine Fellows be al- 
lowed to retire as of December 31, 1930, under the 
provisions of Chapter I, Section 5, of the By-Laws: 

1. Bailey, Charles Hardy, Gardner, with remission 

of dues for 1930. 

Brennan, John Joseph, Worcester. 

Cushman, George Thomas, Roxbury. 

Gray, Elizabeth Taylor, Roxbury. 

Higgins, Frank Albert, Boston. 

Hitchcock, Henry Russell, Plymouth. 

Newhall, Lawrence Thompson, Brookfield. 
Potter, Frances Wason, Boston. 

Withee, Frederick Elmarien, Newton Highlands. 


2. That the dues for 1931 of the following named 
two Fellows be remitted under the provisions of Chap- 
ter I, Section 6, of the By-Laws: 

1. Bush, Arthur Dermont, Decatur, Georgia. 
2. Wilder, Edward Wheeler, Madura, So. India. 


3. That the following named sixteen Fellows be 
allowed to resign, as of December 31, 1930, under the 
provisions of Chapter I, Section 7, of the By-Laws: 

1. Bauer, Louis Hopewell, Rockville ee N. Y. 

2. Boutelle, Louisa Elizabeth, Concord, N. H 

3. Fields, Russell Joseph, New York City " (with 
remission of dues, 1929, 1930). 

4. Goodwin, Edward Scott, Albany, N. Y. 

5. Hathaway, John Gael, New Bedford 

6. (with. remis- 

7 

8 


Hill, Lewis Brown, Towson, Md. 
sion of dues, 1930). 
Horne, Lester Wallace, St. Petersburg, Fla. 
. Larrabee, Frank Walton, Allston. 
9. McCarthy, Timothy Francis, Jamaica, N. Y. 


10. Minshall, Arthur Gladstone, Coronado, Calif. 
. Normand, Jean Napoleon, Fall River. 

12. Rhymes, Lester Harold, Santa Paula, Calif. 

13. Shulman, Simon, New York City (with remis- 
sion of dues, 1930). 

14. Southard, Mabel Austin, Paris, France (with 
remission of dues, 1930). 

15. Tomb, Everett Hale, Milwaukee, Wis. (with re- 
mission of dues, 1929, 1930). 

16. Walter, George, New York City. 


4. That the following named fourteen Fellows be 
allowed to change their membership from one Dis- 
trict Society to another without change of legal resi- 
dence, under the provisions of Chapter III, Section 3, 
of the By-Laws: 


One from Middlesex East to Middlesex South 


1. French, Robert Weller, Melrose. 


One from Middlesex North to Norfolk 
1. Thompson, John James, Bedford. 


Two from Middlesex South to Norfolk 


Mahoney, Francis Xavier, Brighton. 
Pidgeon, Ira Sanborn, Brighton. 


Five from Middlesex South to Suffolk 


1. Angell, Worcester Randolph, Arlington. 

2. Balch, Franklin Greene, Jr., Newton Center. 
_3. Hunter, Francis Tennery, Chestnut Hill (New- 
4 
5 


ton). 
McCrudden, Francis Henry, West Newton. 
Sheridan, Philip Edward Anthony, Chestnut Hill 
(Newton). 


Three from Norfolk tc Suffolk 
1. Bogan, Mary Elizabeth, Brookline. 
2. Shattuck, George Cheever, Brookline. 
3. Spaulding, John Doliver, Brookline. 
One from Norfolk South to Suffolk 
Jacoby, Rudolph, Quincy. 


One from Suffolk to Middlesex South 
Garfin, Samuel William, Cambridge. 


Davip N. BLAKEty, Chairman. 


The report of the committee appointed to 
consider the petition of F. J. Doherty for res- 
toration to the privileges of fellowship was read 
by the Secretary and it was voted to restore 
Dr. Doherty under the usual conditions. Peti- 
tions from the following six Fellows for restora- 
tion were read and these committees appointed 
to consider and report on them: 


For R. E. Andrews 
E. L. Davis, D. E. Harriman, J. A. Seaman. 


For F. D. Lyon 
J. P. Nelligan, H. A. Wood, A. C. Cummings. 


For W. B. Willey 
C. H. Staples, T. B. McQuaid, Abraham Bloom. 


For W. J. Brown 
Lincoln Davis, Cadis Phipps, R. H. Vose. 


For 8. C. Andrews 
J. W. Sever, W. S. Whittemore, H. L. Seavey. 


For Winnifred P. Davis 
F. G. Smith, L. H. Raymond, J. A. McLean. 


On nomination by the Chair the. following 
delegates and alternates to the meetings of the 
House of Delegates, American Medical Associa- 
tion, for two years from June 1, 1931 were 
duly appointed : 

Delegates Alternates 


W. H. Robey, Boston—Cadis Phipps, Brookline. 
E. F. Cody, New Bedford—P. E. Truesdale, Fall River. 
R. I. Lee, Boston—C. H. Lawrence, Jr., Boston. 


In the same manner these were appointed dele- 
gates to the annual meetings of New England 
State Medical Societies: 


Maine—G. S. Derby, H. P. Stevens. 
New Hampshire—Wyman Whittemore, E. S. Bagnall. 
Vermont—P. P. Johnson, A. W. Allen. 

Rhode Island—T. J. Robinson, W. A. Lane. 
Connecticut—H. L. Smith, B. H. Alton. 


— 
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The following were appointed delegates to the 
Annual Congress of the American Medical Asso- 
ciation on Medical Education, Medical Licensure 
and Hospitals at Chicago, February 16, 17, 


18, 1931: 
T. J. O’Brien, H. P. Stevens. 


Dr. A. K. Stone read the report of the Certi- 
fied Public Accountants and his report as Treas- 
urer. (See Appendix No. 1.) He summarized 
his report as follows: 

The Treasurer has received during the 
year 1930: 
Assessments 
Investments and 


$36,547.20 
4,314.30 


$40,861.50 
41,695.01 


$833.51 


4 


The expenses have been 


Making a deficit of 
The building fund in the hands of the 


Treasurer, January 1, 1930, was..... $19,195.94 
Income for the year has been 991.1 


Making the total on January 1, 1931..... $20,187.05 


$991.11 
833.51 


Had the income of the building fund been 
applied to general expenses it 
would have left a balance for the 
year of 


$157.60 


He said that there had been some irregulari- 
ties in the items charged to Expenses in the re- 
port, namely that for the sum of $345.78, 
charged to Delegates, that should have been dis- 
tributed to the different committees which the 
delegates represented; also certain bills which 
were O. K.’d by the Secretary but should have 
been credited to subcommittees for which he 
acted and not to his expenses, in which case his 
account would not have been charged with an 
overdraft. He regretted these errors. 

Dr. C. S. Butler, Suffolk, Chairman, read the 
report of the Auditing Committee. (See Appen- 
dix No. 2.) Upon motion duly made and sec- 
onded the reports of the Treasurer and Auditing 
Committee were accepted by unanimous vote. 

Dr. D. N. Blakely, Norfolk, presented the re- 
port of the Committee on Membership and 
Finance, on Finance, the Budget for 1931, and 
it was accepted and its recommendations 
adopted. (See Appendix No. 3.) He then read 
a supplementary report on the question of the 
desirability of having the treasurers of the Dis- 
trict Societies, especially the larger ones, bonded. 
The committee favored such action. (See Ap- 
pendix No. 4.) In reply to a question by Dr. 
Edward Mellus, Middlesex South, as to whether 
the expense of bonding should be borne by the 
District society or by the parent society Dr. 
Blakely considered this a minor point but he 
thought that the Districts would ask the parent 
society to pay. The supplementary report was 
accepted and its recommendations adopted by 
unanimous vote. 

Dr. Shields Warren, Suffolk, read the report 


1 | author, the committee will do so. 


of the Committee on State and National Legisla- 
tion (See Appendix No. 5) and it was accepted 
without discussion. 

Dr. Dwight O’Hara, Middlesex South, read 
the report of the Committee on Public Eduea- 
tion, as follows: 


REPORT OF THE COMMITTEE ON PusBLic EDUCATION 


The committee appointed by the President to carry 
out the vote of the Council regarding medical broad- 
casts and other fields of medical publicity has met 
and organized. 

The first action of the committee was to arrange 
with the State Department of Public Health for joint 
sponsorship of the weekly broadcasts previously be- 
ing carried on by the State Department. At this time 
we have prepared about a dozen papers of the usual 
sort for 15 minutes’ broadcast and these will be put 
on the air at weekly intervals according to the ar- 
rangement just referred to. 

If it is possible to receive the codperation of the 
broadcasting companies in presenting these papers, 
without mentioning the name of the speaker or 
Inasmuch as the 
time is given and not sold for this purpose, however, 
names may have to be used. The papers will all be 
presented under the formula of being prepared by this 
committee and broadcast by the State Department 
of Public Health. 

Other activities are being considered by the com- 
er but it has nothing further to report at this 
time. 

Dwicut O’Hara, Chairman. 


The report was accepted without dissent. 

Dr. R. I. Lee, Suffolk, stated that his Com- 
mittee on Clinics, Health Associations and In- 
dustrial Clinies were not yet ready to report 
but that they hope to report at the June meet- 
ing. 

Dr. W. L. Burrage, Chairman, read the report 
of the Committee to examine and rearrange the 
papers and possessions of the society in the 
vault at the Boston Medical Library. (See Ap- 
pendix No. 6.) It was accepted and the com- 
mittee discharged with a vote of thanks. 

Dr. J. M. Birnie, Chairman of the Committee 
on the Workmen’s Compensation Act, reported 
as follows for his committee: At the October 
meeting of the Council a vote was passed in- 
structing this committee to prepare a fee table 
for industrial accident cases and to report to 
the Council. After very careful consideration 
of the matter from every angle your committee 
have unanimously decided that it would be in- 
advisable to adopt a fee table at this time. There- 
fore we respectfully suggest that the vote passed 
on October 1, 1930 be rescinded. (Signed) 
John M. Birnie, Justus G. Hanson, Horace P. 
Stevens, Committee. Dr. Birnie in response to 
questions, pointed out that the fees allowed in 
industrial accident cases are determined, under 
the State law, by the Industrial Accident Board, 
and not by the insurance companies; that a fee 
table prepared by any outside party would have 
no effect whatever; that the Board has power 
to lengthen the two weeks during which an in- 
dustrial accident case may be treated but that 
this time may not be lengthened by any author- 
ity outside the Industrial Accident Board; that 
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to make a fee table covering all contingencies 
would be an almost impossible task; that the 
Board had adopted a policy in the past of ac- 
cepting the fees which were customary in any 
given community and had avoided fixing defi- 
nite fees for all cases in all communities; he 
had been in conference with the Board on these 
questions. The report was accepted without dis- 
sent; with its recommendation rescinding the 
vote of October 1, 1930. 

Dr. F. J. Cotton, Suffolk, Moved, That a com- 
mittee of five be appointed by the President to 
confer with the State Department of Public 
Health in relation to House Bill No. 83, an act 
to provide for promoting the cure, alleviation 
and prevention of rheumatism, the bill having 
been printed on page 81, of the New England 
Journal of Medicine, issue of January 8, 1931. 
The question being put by the chair, and there 
being no discussion, the voice vote was doubted. 
On a show of hands the motion was passed by 77 
in favor and 12 against. Subsequently the 
President appointed the following committee: 
J. W. Bartol, Chairman; R. B. Osgood, F. J. 
Cotton, B. W. Paddock, D. D. Scannell. 

Dr. 8. B. Woodward, Worcester, rose to ex- 
plain the present situation as to his bill, House 
265, ‘‘An Act requiring the Vaccination of 
Children in Private Schools’’ which had had a 
hearing before the Committee on Public Health 
and was scheduled for another hearing on Feb- 
ruary 24. He spoke on the importance of the 
attendance of physicians at Legislative hearings; 
if none appeared in favor the legislators were 
accustomed to consider that the opponents, al- 
ways present in large numbers, had the better 
of the argument. He asked that Councilors 
speak to their representatives in the Legisla- 
ture; there had been no opposition to his bill 
on the part of any religious denomination and 
the bill has the approval of leading citizens of 
the Commonwealth. Dr. E. L. Hunt, Worcester, 
thought that the bill concerns all of the Council 
and should be strongly supported before the 
Legislative committee having the hearings in 
charge; the matter should be taken seriously; 
Councilors ought to make an appearance. Dr. 
Thomas H. McCarthy, Plymouth, said that he 
believed in exercising the physician’s influence 
over members of the Legislature by a proper 
method and, in the experience of the Plymouth 
District, that was by giving the Representatives 
of that District, both Senators and Representa- 
tives, a good dinner and then explaining to them 
the merits and demerits of the different bills 


having to do with the public health before them. 
His District was about to give such a dinner the 
next day; all the legislators had promised to 
attend; he expected to lay special stress on Dr. 
Woodward ’s bill; he thought that other Districts 
would accomplish much by adopting the same 
method of influencing legislation. 
Adjourned at 1:20 P. M. 


Water L. Secretary. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL | 


APPENDIX NO. 1 


REPORT OF THE CERTIFIED PuBLIC ACCOUNTANTS 


January 31, 1931. 
Dr. Charles S. Butler 
Dr. R. C. Hurd 
Auditing Committee 
The Massachusetts Medical Society 
Boston, ss, 


Gentlemen: 

At the request of your Treasurer, Dr. Arthur K. 
Stone, we have audited the books and accounts of 
the Massachusetts Medical Society for the year ended 
December 31, 1930 and submit herewith the following 
statements: 


[Schedule A Statement showing the As- 
sets and Liabilities of the 
Massachusetts Medical So- 
ciety, December 31, 1930. 
Building Fund Account. 
Statement showing the 
Current Account of the 
Massachusetts Medical So- 
ciety for the twelve months 
L ended December 31, 1930. 
Schedule C Statement showing the 
Reconciliation between the 
Profit and Loss and the 
Budget for the twelve 
months ended December 
31, 1930. 


The cash on deposit in the banks has been recon- 
ciled with the bank statements and found correct. 
All known cash receipts have been properly accounted 
for and vouchers or cancelled checks were found 
to support all disbursements. 

We have made no examination of the securities 
in the various funds. 

The attached statement showing the financial con- 
dition of the Society on December 31, 1930 is true, 
to the best of our knowledge and belief. 

Respectfully 
HARTSHORN & WAL' 
Certified Public 


Treasurer’s 


Report Schedule B 
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TREASURER’S REPORT 
SHOWING THE ASSETS AND LIABILITIES OF THE 
MASSACHUSETTS MEDICAL SOCIETY 
DECEMBER 31, 1930 
ScHEDULE A 
ASSETS 
Cash 


First National Bank of Boston 
New England Trust Co. 


Endowment Funds 
Shattuck Fund: 


Annuity Policy Mass. Hospital Life Ins. Co. 


Phillips Fund: 
Commonwealth of Massachusetts 314s 1944 


Cotting Fund: 
Deposit in Institution for Savings in Roxbury and Vicinity........... $1,000.00 


Deposit yee Provident Institution for Savings in the town of 

Bost 1,000.00 
Deposit in Suffolk Savings Bank for Seamen and Others in 

Boston 1,000.00 


Building Fund 
Deposit in Framingham National sate Savings Department 
$5,000 Canadian National Ry. 5s 19 


5,000 Conveyancers Title lGiataues & Mtge. Co. 544% Parti-Mortgage due 
Oct. 31, 1934 


5,000 Chicago & R. I. & Pacific 4s 1934 


2,000 Northern Ohio Traction Co. 6s 1947 


2,000 N. Y. Chicago & St. Louis 6s 1932 


General Fund 
Deposit in Franklin Savings Bank of the City of Boston 
$1000 American Sugar Refining Co. 6s 1937 

1000 American Tel. & Tel. Co. 514s 1943 

3000 Appalachian Electric Power Co. 5s 1956 
Cedars Rapids Mfg. & Power Co. 5s 1953 
Central Power & Light 5s 1956 
Commonwealth of Australia 5s 1955 
Commonwealth of Massachusetts 314s 1955 
Commonwealth of Massachusetts 31%4s 1941 
Conveyancers Title Ins. & Mtge. Co. 514% Parti-Mortgage due Decem- 

ber 1, 1932 

Dayton Power & Light 5s 1941 
Great Northern Ry. Co. 5%s 1952 
International Paper Co. 6s 1955 
Mallory S. S. Co. 5s 1932 
Metropolitan Ice Co. 7s 1954 


New York, Chicago & St. Louis R. R. 6% Note 1932 
Public Service Co. No. Ill. 5s 1956 

Toledo Edison Co. 5s 1947 
U. S. Cold Storage Co. 6s 1945 
U. S. Guaranty Title & Trust Co. 514s 1936 


U. S.. Liberty Bonds 4th 414s 


2000 U. S. Rubber Co. 5s 1947 


3000 Wilson Co. 1st 6s April 1941 


New England Journal of Medicine 


‘Total 


LIABILITIES 
Endowment Funds 
Shattuck Fund: 
G. C. Shattuck, 1854. Balance, 1866 
Phillips Fund: 
Jonathan Phillips, 1860 
Cotting Fund: 
B. E. Cotting, $1,000,—1876, 1881, 1887 


$3,061.50 
3,795.36 


$9,166.87 
10,000.00 


3,000.00 


$1,615.55 
4,950.00 


5,000.00 


$1,074.48 
988.25 
985.00 
2,910.00 
2,805.00 
2,730.00 
2,985.00 


4,000.00 


1,000.00 


2,000.00 
2,797.50 
1,932.50 
3,076.00 
2,760.00 
2,100.00 
1,000.00 
3,640.00 
2,805.00 
3,000.00 
3,000.00 
5,043.23 
1,735.50 
3,006.00 


$9,166.87 
10,000.00 


3,000.00 


‘ 


22,166.87 


20,187.05 


57,373.46 
1.00 


$106,585.24 


$22,166.87 


$6,856.86 
4000 
3000 
3000 
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Building Fund—Exhibit 1 20,187.05 
General Fund Account 
Balance, January 1, 1930 $65,064.83 
Deduct,—Deficit 833.51 
Balance, December 31, 1930 64,231.32 
Total $106,585.24 
Funp Account 
DECEMBER 31, 1930 
ScHEDULE A—EXHIBIT 1 
Balance, January 1, 1930 $19,195.94 
Add,—Income: 
Interest on Canadian National Railways 5s, 1969 $250.00 
Interest on Conveyancers Title Ins. & Mtge. Co. 5468, 1934. ccs 275.00 
Interest on Chicago, Rock Island & Pacific 4s, 1934 200.00 
Interest on Northern Ohio Traction Co. 6s, 1947 120.00 
Interest on New York, Chicago & St. Louis 6s, 1932 120.00 
Interest on Framingham National Bank Balan 26.11 
991.11 
Balance, December 31, 1930 $20,187.05 


STATEMENT 


SHOWING THE CURRENT ACCOUNT OF THE MASSACHUSETTS MEDICAL SOCIETY 
FOR THE TWELVE MONTHS ENDED DECEMBER 31, 1930 


SCHEDULE B 
REVENUE 
Assessments Received by District Treasurers 
Barnstable $300.00 
Berkshire : 776.00 
Bristol North 488.00 
Bristol South 1,582.00 
Essex North ; 1,502.00 
Essex South 1,864.00 
Franklin : 256.00 
Hampden 2,128.00 
Hampshire 520.00 
Middlesex East 764.00 
Middlesex North i 898.00 
Middlesex South 5,587.00 
Norfolk 5,304.00 
Norfolk South 760.00 
Plymouth 960.00 
Suffolk 6,160.00 
Worcester 2,658.00 
Worcester North 726.00 
$33,233.00 
Assessments Received by Treasurer 3,314.20 
Total A t $36,547.20 
Income from Shattuck Fund $458.34 
Income from Phillips Fund 
Massachusetts 314s 1944 175.00 
Income from Cotting Fund : 
Interest—Institution for Savings in Roxbury and its Vicinity. $47.50 
Interest—Provident Institute for Savings in the Town of Boston 45.00 
Interest—Suffolk Savings Bank for Seamen and Others in Boston 45.00 
137.50 
Income from General Fund 
Franklin Savings Bank of the City of Boston $53.70 
Massachusetts 314s 1935-1941 350.00 
New York, Chicago & St. Louis R. R. 6s Oct. 1, 1932 60.00 
United States Liberty Loan 4th 4%s 221.00 
Central Power and Light 5s Aug. 1, 1956 150.00 
United States Rubber Bonds 5s 1947 100.00 
American Sugar Refining Co. 6s 1937 60.00 
Great Northern Railway Co. 5%s 1952 110.00 
Metropolitan Ice Co. 7s January 1954 140.00 


Public Service Co. No. Ill. 5s 1956 200.00 
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Mallory S. S. Co. 5s 1932 165.00 
Dayton Power and Light Co. 5s 1941 150.00 
Commonwealth of Australia 5s 1955 150.00 
Conveyancers Title Ins. & Mtge. Co. 5¥%s 1934 
Toledo Edison Co. 5s 1932 

United States Cold Storage Bonds 6s 1945 
Wilson Co. ist 6s 1941 
Cedars Rapids Mfg. & Power Co. 5s 1953 
-U. S. Guaranty Title & Trust Co. Bonds 5128 1936 
American Tel. & Tel. Co. 5%s 1943 
Appalachian Electric Co. 5s 1956 
International Paper 6s 1955 


3,229.70 


Income. from Deposits in Bank 


New England Trust Co. $212.60 
First National Bank of Boston 101.16 


4,314.30 
$40,861.50 


EXPENSES 


Salaries 
Secretary $2,500.00 
Treasurer 500.00 
Assistant to President 3,750.00 


Expenses of Officers and Delegates 


Secretary 31 
Treasurer 
District Treasurers 
Censors 
Delegates’ Expenses 
Delegates’ Expenses to A. M. A. 
Delegates to New England Medical Council 


4,755.23 


General Expenses 
Rent, Boston Medical Library. 
Shattuck Lecture 
Cotting Lunches 
Miscellaneous Expenses 


Committee Room: 
Rent $726.33 
Salaries 
Telephone 
Light 
Janitor 
Treasurer’s Expenses 
Executive Secretary 
Legislative Committee Exp 
President’s Expense 
Miscellaneous 


2,102.25 
3,773.71 


Standing Committees 
Arrangements $2,209.29 
Publications: 

New England Journal of Medici $13,000.00 
Annual Directory of Fellows 1,538.94 
“Complete Catalogue of 1931” 334.51 


14,873.45 
Membership and Finance 6.00 
Ethics and Di 
Medical Education and Medical Dipl 
State and National Legislation 
Public Health 
Malpractice Defense 


20,078.23 


Special Committees 
Massachusetts Bay Tercentenary $2,197.44 
Section of Obstetrics and Gynecology 134.40 
Examination of Papers in the Vault 


2,337.84 


419 
313.76 
$6,750.00 
268.00 
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Dividends to District Societi 


Total Exp 


Deficit 


4,000.00 


41,695.01 


$833.51 


ArTHUR K. Stone, Treasurer. 


THE MASSACHUSETTS MEDICAL SOCIETY 

RECONCILIATION 

BETWEEN THE PROFIT AND LOSS ACCOUNT AND THE BUDGET 
FOR THE TWELVE MONTHS ENDED DECEMBER 31, 1930 


SCHEDULE C 


REVENUE 


Assessments 
Income from Investments 
Interest on Bank Deposit 


Total Rev 


EXPENSES 


Deficit 


SuMMARY OF EXPENSES 
Salaries 
Secretary 
Treasurer 
Assistant to President 


Expenses of Officers and Delegates 
President and Vice-President 
Secretary 
Treasurer 


District Treasurers 
Censors 
Delegates 
Delegates to House of Delegates A. M. A. ...... 
Delegates to New England Medical Council... 


General Expenses 
Rent—Boston Medical Library 
Shattuck Lecture 
Cotting Lunches 
Committee Room Rent and Expenses... 
Miscellaneous 


Standing Committees 
Arrangements 
Publications: 

A. New England of Medicine... 
B. Annual Directory of Fellowg................... 
C. “Complete Catalog of 19317. 
Membership and Finance 
Ethics and Discipli 
Medical Education and Medical Diplomazs......... 
State and National Legislation. 
Public Health 
Malpractice Defense 


Special Committees 
Massachusetts Bay Tercentenary 
Section of Obstetrics and Gynecology... 
Examination of Papers in the Vault 


Dividends to District Societi 
Total: Exp 


ADDITIONAL APPROPRIATIONS 
Massachusetts Bay Tercentenary, June, 1930 


Total 


Profit 
and Loss 
Account 


$36,547.20 
4,000.54 
313.76 


$40,861.50 


41,695.01 


$833.51 


$2,500.00 
500.00 
3,750.00 


1,200.00 
200.00 
268.00 

2,102.25 

3.46 

2,209.29 

13,000.00 


1 273, 59 


2,197.44 
134.40 
6.00 


4,000.00 


$41,695.01 


$41,695.01 


Budget 
Estimate 


$38,000.00 
48,475.00 


$10,475.00 


$2,500.00 
500.00 
5,000.00 


2, 500.00 


2,500.00 
15,000.00 


3, 500.00 


1,700. 
250.0 


4,000.00 
$47,125.00 


1,350.00 


$48,475.00 


Difference 


Under . 


Over 


Estimated Estimated 


$2,861.50 


134.51 
1,563.30 


$6,779.99 


$9,641.49 


$1,250.00 


500.00 


2, 226.41 


115.60 


$5,429.99 


1,350.00 
$6,779.99 


500.00 
ARR 934.31 700.00 234.31 
305.36 300.00 5.36 
1,898.51 1,700.00 198.51 
569.40 600.00 30.60 
345.78 345.78 
616.59 700.00 83.41 
85.28 100.00 14.72 
1,200.00 
200.00 
300.00 32.00 
| 397.75 
3.46 
290.71 
2,000.00 
1,538.94 1,650.00 111.06 
334.51 200.00 
6.00 25.00 19.00 
1,663.30 100.00 
17.50 200.00 182.50 
24.00 600.00 576.00 
600.00 588.90 
497.44 
6.00 
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APPENDIX NO. 2 


Boston, Mass., January 29, 1931. 
As auditing committee, we have, this day, exam- 
ined the securities and savings bank books, in the 
hands of the Treasurer, belonging to the Massachu- 
setts Medical Society, and including the Building 


Fund. We certify we found them present and correct. | 


We also have examined the statement, of the accounts 
and vouchers of the Treasurer, as prepared by the 
certified public accountants for 1930, annexed hereto, 
which certifies to their accuracy and verifies the cash 
balance. 
CHARLES S. BUTLER, 
RANDOLPH C. Hupp, 
Auditing Committee. 


APPENDIX NO. 3 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, ON FINANCE. 
BUDGET FOR 1931 


Your Committee recommends the following Appropriations 


Salaries: 


Secretary 
Treasurer 


23 


Assistant to Pr 


Expenses of Officers and Delegates: 
President and Vice-President 


Secretary 
Treasurer 


District Treasurers. 


Censors 
Delegates to House of Delegates, A. M. A. . 


Delegates to New England Medical Council 


Rent, Boston Medical Library, 9 months 


Maintenance Society Headquarters at 165 Newbury Street, rent, clerical and other 


expenses, 9 months 


Maintenance Society rey =. gpa at 8 The Fenway, 
expenses, 3 mont 


including clerical and other 


Shattuck Lecture 


Cotting I h 


Standing Committees: 
Arrangements for Annual Meeting 


Publications: 
a. New England Journal of Medici 


b. Annual Directory of Fellows 


c. “Complete Catalog of 1931” 


Membership and Finance... 
Ethics and Disci 


Medical Education and Medical Diplomas iaaiadiae expenses of Delegate to 


annual Congress at Chic 


ago 
State and National Legislation (including expenses of Delegate to annual Con- 


gress at Chicago) 
Public Health 


Malpractice Defence 


Special Committees: 
Section of Obstetrics and Gynaecology 


27,575 


250 


Dividends to District. Societies 


4,000 


Contingent Fund 


75 


Total 


$46,000 


46,000 


Income Estimated by Treasur 


Davip N. BLAKELY, Chairman. 


5,500 
$ ’ 
$500 
4,800 
3,300 
’ 
$4,000 
‘ 
, 
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APPENDIX NO. 4 


REPORT OF THE COMMITTEE ON MEMBERSHIP AND 
FINANCE, ON FINANCE 


The officers of one of the District Societies have 
raised the question of the desirability of having the 
Treasurers of the District Societies, especially the 
larger ones, bonded by a surety company. They are 
in favor of such action. 

Your Committee has considered this matter and, 
in general, approves the suggestion, but, at the same 
time, recognizes the fact that conditions vary greatly 
in the eighteen different District Societies. Probably 
in the majority of them there is no occasion for this 
innovation but we believe that in a few of the largest 
a bond for the Treasurer would be a distinct asset 
to all concerned. 

Your Committee recommends, therefore, that the 
officers of each District Society be asked to consider 
the question of having its Treasurer bonded and, if 
in their opinion such a course is desirable, the mat- 
ter be brought before their Society, at its next annual 
meeting, for discussion and such action as seems 
wise. 

Davin N. BLAKELY, Chairman. 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION TO THE CounciL Fesrvuary 4, 1931 


The Committee on State and National Legislation 
has studied the bills affecting the practice of med- 
icine and the public health which have been sub- 
mitted to the Massachusetts Legislature and to Con- 
gress, and submits the following report: 

Telegrams were sent to our sixteen Representatives 
in Washington urging them to oppose the “Jones- 
Cooper Bill” which asks for an extension of federal 
aid to the states on maternity and infant welfare 
problems, as well as the bill to prohibit animal ex- 
perimentation in the District of Columbia and other 
federal-governed territories. 

After conference with the State Health Commis- 
sioner, it was decided that no action need be taken 
on the many bills relating to state public health 
problems introduced by the Department of Public 
Health in relation to milk supply, local health offi- 
cers, and similar technical matters. The recommen- 
dation of the Department of Mental Diseases, House 
69, namely that persons held for trial where the 
offence charged is punishable by life imprisonment 
should be examined with a view to determine their 
mental condition, was favored. 


A number of bills have been presented this year 
on controversial topics upon which the Committee 
feels that it is not in a position to make representa- 
tion before the Legislature of any consensus of opin- 
ion among the Fellows of the Massachusetts Medical 
Society. Such bills include those relating to pro- 
hibition and the Volstead Act; Senate Bill No. 43, 
which aims to remove the uncertainty under the ex- 
isting laws concerning the prescribing and giving 
of instruction in regard to contraceptives; and House 
Bill No. 83 to provide for promoting the cure, allevi- 
ation and prevention of rheumatism. 

The fellows of the Society are, of course, free to ex- 
ercise their individual rights as citizens in favoring 
or opposing these bills, and it is desirable that they 
should do so. Until instructed by vote of the Coun- 
cil, however, the Committee on State and National 
Legislation does not feel that it is in a position to ex- 
press the opinion of the members of the Society on 
these matters. 

The Committee voted to take no action on Dills 


which do not involve the welfare of the public or of 
the medical profession, with the exception of House 
Bill No. 494, providing a lien in favor of hospitals for 
the expenses of treatment of persons injured in acci- 
dents. The Committee favored this bill in order to 
emphasize the position which we shall take on Feb- 
ruary 16th at the hearing on House Bill No. 857, 
which is the bill to assure the payment of medical ex- 
penses in the settlement of damages under the law 
relating to the compulsory liability insurance of mo- 
tor vehicles. 

House Bjll No. 977 will come to hearing on Febru- 
ary 17th. This is a bill to regulate the conduct of phy- 
sicians and to extend the statute of limitations rela- 
tive to actions of tort against physicians. The pres- 
ent laws provide a limit of two years within which 
actions of tort for mal-practice must be introduced. 
This bill proposes to extend this period to six years. 
We shall oppose this bill. 

Senate Bill No. 100 relates to the report of the 
special commission on drug addiction. Legislation 
recommended by this commission provides (1) for 
the hospital care of drug addicts under the Depart- 
ment of Mental Diseases; (2) for regulating the sale 
of barbituric acid substances and certain coal-tar 
derivatives (the use of these drugs by physicians 
in the legitimate practice of medicine is not affected 
by this bill); (3) the creation of:a division of narcot- 
ics control in the, Department of Correction (this sec- 
tion relates to the registration and accumulation of 
evidence in regard to drug addicts); (4) increasing 
the penalties in narcotic drug law violations. The 
Committee feels that no action need be taken in regard 
to this legislation. 

House Bill No. 288 advocates the creation of a De- 
partment of Public Medicine and Health, to provide 
free medical care for citizens of Massachusetts. This 
bill came up for a hearing on Wednesday, January 
28th, and was opposed by the Committee. 

House Bill No. 265 is the vaccination bill present- 
ed by Dr. S. B. Woodward, advocating the vaccina- 
tion of children in private schools. Your committee 
favors the passage of this bill. 

House Bill No. 760 has also been introduced, as in 
previous years, advocating the abandonment of all 
compulsory vaccination. These bills will be heard 
before the Committee on Public Health. The prin- 
ciple of class legislation is involved, and the danger 
to the community in permitting a considerable group 
of children to avoid the general law established for 
the protection of the public health. Notice will be 
given of the date of this hearing, and fellows of the 
Society are urged to be present. 

House Bill No. 913 asks for the establishment of 
a medical research board for the purpose of study- 
ing and distributing certain facts and information in 
regard to medical matters. The details of this bill 
are not yet available, as it is in the hands of the 
printer. 

Senate Bill No. 222 is a petition for the regulation 
and registration of hair-dressers, cosmetologists, and 
electrologists. This bill, also, has not yet been 
printed. 

House Bill No. 781 asks for the establishment of a 
board of examination and registration to regulate 
the practice of magnetic healers. We voted to op- 
pose this bill. 

House Bill No. 914 asks for the establishment of a 
board of registration of chiropractors. This bill will 
be opposed by the Committee. 

We have always maintained that everyone wishing 
to practice the healing art in this Commonwealth 
should pass the “single standard” which is provided 
by the examination given by the Board of Registra- 
tion in Medicine. This ensures a knowledge of dis- 
€ase sufficient to protect the public from gross errors 
in diagnosis. The entire fabric of our state and 
municipal public health laws in relation to the re- 


| 
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porting of communicable diseases is based upon this 
standard. Methods of treatment, however, do not 
euter into consideration, and any physician qualified 
by his education and by passing this examination 
is at liberty to adopt such methods of treatment 
as seem to him adapted to the individual case. 


The Chiropractic Bill provides for the examina- 
tion of candidates for registration as chiropractors 
by examination of applicants by a special board, 
consisting of the Surgeon-General of the State, the 
Commissioner of Public Health, and three chiro- 
practors. In this examination the same questions 
in anatomy, physiology, “symptomatology,” hygiene, 
sanitation, chemistry, histology and pathology are 
to be given to the chiropractic applicants as are given 
at the same time to applicants in medicine. This 
provision, however, is nullified by the fact that the 
examination papers of the chiropractic applicants 
must be marked by the Chiropractic Board. 


In case of doubt as to the presence of “erosive, 
ulcerative or temperative disease,” which it is pro- 
posed to exempt from chiropractors’ practice, a regis- 
tered physician is to be consulted. In case of re- 
fusal of the physician to comply with this provision 
oi the proposed law and to determine immediately 
the diagnosis, he will be liable to a fine of $1,000 
for the first offence, and of $5,000 for the second 
offence. On the death of a patient under the care 
of a chiropractor a physician is to be notified, and 
a death certificate filled out by the chiropractor is 
to be submitted to the physician for his signature. 
In case of difference of opinion the matter will be 
referred to the Medical Examiner. For this service 
a fee of $10.00 is to be paid to the physician by the 
chiropractor, and will be charged to the estate of the 


deceased. 


Such are a few of the more important features 
ct the Chiropractic Bill. We shall oppose this bill 
on the ground that there is, and there should be, 
maintained only one standard for the qualification 
of fitness to practice medicine in Massachusetts. 
Chiropractic has been held by judicial decision in 
this State to be a form of the practice of medicine, 
and, as such, should come under the laws now in force 
tor the registration of physicians. 

We need the active codperation of every registered 
physician in opposing these bills, and your individual 
presence at the hearing, March 2, before the com- 
mittee on State Administration, will be of material 
assistance. Each fellow of the Society should also 


assure himself that the Senators and Representatives 
ut his district are informed in regard to the position 
of the physicians among their constituents in regard 
to this legislation. 

SHIELDS WarRREN, Secretary. 


APPENDIX NO. 6 


REPORT OF THE COMMITTEE TO EXAMINE AND REARRANGE 
THE PAPERS AND POSSESSIONS OF THE SOCIETY IN THF 
VAULT AT THE BosToN MEDICAL LIBRARY 


The committee began to examine the possessions 
of the Massachusetts Medical Society in the vault 
at the Medical Library in July, 1930. The inspection 
and rearranging has progressed up to the present 
time. A complete list in triplicate of everything there 
was gone over by all the members of the committee 
item by item and a decision reached whether to keep 
or to throw away. Papers which seemed to be of no 
present or future value were marked to be discarded. 
The tied up bundles of folded reports, autograph let- 
ters and general correspondence that had filled a 
chest were examined one by one, spread out flat and 
filed between 814” and 11” pasteboard covers, each 
packet labelled and replaced in the chest. The scat- 
tered documents having to do with Ethics and Dis- 
cipline were gathered together in new filing cases 
and any of the broken filing cases replaced with new 
ones. All of the contents of the shelves have been 
rearranged in an orderly manner. A few old docu- 
ments of present-day interest have been published 
in the official organ of the Society and returned to 
the packets. Some relating to the early history of the 
District Medical Societies have been sent to the sec- 
retaries of these societies for preservation in their 
files. Finally a duplicate itemized list of everything 
belonging to the Society in the steel safe, in the 
chests and on the shelves has been made, one copy 
being placed in the steel safe and the other in the 
catalogue room of the Boston Medical Library, for 
preservation and future reference. 

We wish to express our thanks to Miss Catherine P. 
Harris for her patient labor and intelligent assistance 
in the thorough overhauling that has been done dur- 
ing the last six months. 

W. L. BuRRAGE, 
E. W. TAYLor, 
G. C. CANER. 
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MINIMUM STANDARDS FOR THE DIAGNOSIS, 
TREATMENT AND CONTROL OF GONORRHEA IN 
THE MALE AND FEMALE* 


FOREWORD 


LD as history, publicly unmentionable, 

scoffed at by the patient and medically al- 
most an outcast, gonorrhea is indeed ‘‘nobody’s 
child’’. More prevalent than any other dis- 
ease except the common cold and its complica- 
tions, it is a serious disease and deserves serl- 
ous attention. 

When the medical profession will ignore the 
atmosphere of prudery surrounding gonorrhea 
and will lift its management to the same plane 
with management of other diseases, much will 
have been accomplished toward its control. 

The treatment of gonorrhea is not simple, but 
it should not be so complicated and so unsatis- 
factory as the myriad of ‘‘short-cut’’ thera- 
peutic preparations on the market have made 
it. There are no short-cuts in the successful 
treatment of this disease. 

The almost universal neglect of even so im- 
portant a structure as the prostate, in the treat- 
ment of gonorrhea in the male, is discouraging 
evidence of general unfamiliarity with the dis- 
ease. Equally discouraging is the much too fre- 
quent failure to diagnose gonorrhea in the fe- 
male, or to treat it adequately, because of an 
almost fanatical worship at the altar of the 
‘‘negative smear’’. 

A better understanding of a few simple prin- 
ciples and more attention to the control of the 
patient are among the outstanding needs of to- 
day. 
This outline is not intended to be a manual 
of treatment. Its purpose is to emphasize those 
principles of diagnosis and treatment and of 
control of the patient which must be the founda- 
tion of the successful management of gonor- 
rhea. 

It is hoped that physicians will study the 


entire outline regardless of which sex they may 


usually treat. An understanding of the disease 
in both sexes may enable the physician to man- 
age gonorrhea in one of them more intelligently. 
The outline was prepared in consultation 
with a group of physicians who specialize in 
the treatment of syphilis and gonorrhea both in 
private and in clinic practice. It has been 
approved by the Committee on Public Health of 
the Massachusetts Medical Society and by the 
Neisserian Medical Society of Massachusetts. 
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BY N. A. NELSON, M.D.t 


The Microscope. The Attitude of the Physician. | 
The Patient. In the Management of Gonor- 
rhea in Either Male or Female 


THE MICROSCOPE 


1. The microscope is indispensable as an aid 
to the diagnosis, treatment and control of 
gonorrhea. The physician who attempts 
the management of this disease without the 
aid of a microscope is at as great a disad- 
vantage as the physician who attempts the 
management of diseases of the heart or chest 
without a stethoscope. 


*From the Massachusetts Department of Public Health. 
+Nelson—Epidemiologist in Charge of Venereal Disease Con- 


trol, Massachusetts Department Public Health. record 


and address of author see ‘‘This Week’s Issue’’, page 457. 


2. Public laboratory examinations of smears 
preferably should be depended upon as 
checks of, and not substitutes for, examina- 
tions made by the physician with his own 
microscope. 

3. There 1s much more to the microscopic ex- 
amination of a urethral, prostatic or cervi- 
cal smear then search for the gonococcus. No 
laboratory report can satisfactorily describe 
for the physician what he should have seen. 


ATTITUDE OF THE PHYSICIAN 
1. It is an unfortunate mistake to attempt 
to relieve the patient by lightly dismissing 
the probability of gonorrheal or other seri- 


ous infection. The physician may thereby 
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put himself in a frame of mind which will 
make him careless in his examination. It 
as safer to suspect more than ts found than 
to find less than is present. Failure to make 
a proper diagnosis may result seriously 
not only to the patient but to those whom 
he thereafter may infect. 
. The male patient altogether too frequently 
. is told that his discharge is due to a 
“*strain’’. Not only does this ridiculous 
“diagnosis” have no basis in fact but it 
immediately closes the door against the 
proper instruction of the patient and leaves 
him an unwitting menace to the woman 
with whom he may have intercourse. A 
urethral discharge must have its origin in 
disease, excesses, perversions, or mechanical 
or chemical traumatization. It is important 
to determine which and to be frank with 
the patient. 
. Gonorrhea in the female is often missed be- 
cause the physician expects to find gonor- 
rhea only in the prostitute. In the experi- 
ence of one large Massachusetts clinic, only 
15% of 4000 patients could be classified as 
prostitutes or ‘‘incorrigibles’’. The remain- 
ing 85% of the patients were almost equal- 
ly divided between young single girls (in- 
fected early in their sex experience with 
‘‘friends’’), and married women, most of 
whom had been infected by their husbands. 
. It is too late to allow the question of morals 
to influence unfavorably the attitude of the 
physician toward the patient. The disease 
has been acquired. ‘‘Even the sinner’’, 
according to Osler, ‘‘is entitled to Christian 
treatment.’’ Morals would have no unto- 
ward influence upon the attitude of the 
physician toward the patient who had ac- 
quired smallpox from a prostitute. But 
regardless of possible lack of sympathy for 


the patient in his self-acquired misfortune, | 


those who might be exposed to his infection 
are entitled to the protection which proper 
handling of the patient will, in large meas- 
ure, guarantee. <A good physician is as in- 
terested in preventing disease as he is in 
curing it. 


THE PATIENT, MALE AND FEMALE 


. Gonorrhea in the male is seldom the de- 


vastating disease that it so often is in the 
female. More than half the reported gonor- 
rhea in the adult female is in married 
women, acquired usually from their hus- 
bands, and very frequently as brides. One- 
tenth of all reported gonorrhea in the fe- 
male is in girls from a few months to 15 
years of age, most of it acquired through 
innocent contacts with infected adults. 
Therefore, cure of gonorrhea in the male 
and control of his conduct throughout the 
period of his infection is important to the 
woman he otherwise may infect, or constant- 


ly reinfect. Gonorrhea is spread by the in- 
—— treated and the uninstructed pa- 
ten 


. It is as important to insist that the patient 


refrain from exposing others to infection 
BEFORE the diagnosis can be made as 
after it has been made. IT MAY BE 
GONORRHEA. Instruction of the patient 
should begin with his FIRST visit to the 
physician, and should continue with each 
visit thereafter. 


. Proper conduct on the part of the patient 


and his strict attention to instructions con- 
stitute 90% of the treatment and 100% 
of the control of gonorrhea. Therefore, the 
most important time spent by the physician 
with the patient is that which is given to 
talking with him (or her). The unin- 
structed patient becomes discouraged by 
the prolonged treatment which wrong con- 
duct alone may be making necessary. The 
physician is blamed for poor results and 
the patient either discontinues treatment 
too soon or goes to another physician. Noth- 
ing has been done in the meantime, to pre- 
vent the spread of infection. 


. The patient should be told what gonor- 


rhea is; should know that the infection may 
extend, and what important structures have 
been or may become infected, even with the 
most careful treatment. A quick cure 
never should be promised; failure to effect 
one leads to dissatisfaction with the physi- 
cian. The patient who has a clear idea of 
what is expected of him (or her) and why, 
will codperate. The patient who, unin- 
structed, believes that every ‘‘tomorrow’’ 
will see the end of his treatment will soon 
tire of waiting. The result will be prema- 
ture discontinuance of treatment or a new 
doctor. The patient who knows what may 
happen appreciates a less complicated course 
and an earlier cure. There will also be 
less inclination to blame the physician if 
the worst does occur. 


. The patient must be impressed with the 


fact that sexual intercourse and sexual ex- 


ettement will interfere with cure. 
. Few men realize that gonorrhea means dis- 


aster to the female. Most men will appre- 
ciate the infermation. 


. The physician is usually the only person 


sufficiently in the confidence of the patient 
who can correct the misconceptions which 
every patient has concerning gonorrhea. 


Part IT 
GONORRHEA IN THE MALE 
Diagnosis. Treatment. Cure 
DIAGNOSIS 


. Gonorrhea is more than a urethral dis- 


charge. The entire urethra, including 


2 | 
| 3 | 
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glands and mucosa, the glands of Cowper, 
the prostate, the vesicles and the epididymis 
are the structures most frequenily involved. 
The lining of the urethra is delicate mucous 
membrane ; there are hundreds of branching 
urethral glands; the prostate is a compli- 
cated structure; the glands of Cowper may 
be the locus of a persisting infection; the 
vesicles, and through them, the vas deferens 
and the epididymis, are connected directly 
with the posterior urethra which may be 
filled with pus; the mucosa of the entire 
genito-urinary system is continuous, and 
gonorrhea is a disease of mucous membranes. 
Knowledge of the anatomy of this system 
and of the pathology of gonorrhea in its 
various stages and locations is of first im- 
portance. It must also be remembered that 
gonococci may reach the sub-epithelial tis- 
sues, enter the blood-stream and cause 
metastases. Thus polyarthritis and teno- 
synovitis may develop not only in the later 
a. but also in the early stages of the 
dise 

: Every urethral discharge or history of ure- 
thral discharge should lead to repeated 
search for the gonococcus; but it must be 
remembered also ‘that non-gonorrheal ure- 
thritis is not rare. 

. There is nothing characteristic about the 
appearance of a gonorrheal discharge, to 
distinguish it from any other. It may 
scant or profuse, thick or thin, mucoid, 
purulent or bloody. 

. There is nothing constant about the sub- 
jective symptoms or signs of gonorrhea: 
they may vary from severe pain, burning 
and tenesmus to only the slightest discom- 
fort; from extensive inflammation and 
marked edema, to the slightest meatal red- 


ness, 
. Repeated failure to find the gonococcus in 
a urethral discharge should lead to careful 
search for non-gonorrheal causes, such as 
urethral chancre (NOT UNCOMMON), 
sexual excesses, perversions, mechanical or 
chemical irritants, prostatitis, etc. 
. Careful histories are essential. It must be 
_ kept in mind that the natural tendency of 
the patient with a genito-urinary infection 
is to evade telling the truth. Symptoms 
usually appear within seven days of the 
date of infection. 
. Failure to find the gonococcus, when no 
other defimte cause for the discharge can 
be found, is not proof of its absence. Fail- 
ure to find a ‘‘needle in a haystack’’ is not 
proof that the needle is not in the hay- 
stack. The male genito-urinary system, and 
especially the prostate gland, offers many 
hiding places for enough gonococci to in- 
fect a sexual partner even though they may 
not be found in the fraction of secretion 
examined under the microscope. 


8. 


11. 


12. 
13. 


14. 


16. 


Most gonorrheal infections in the male in- 
volve the posterior as well as the anterior 
urethra. The prostate gland is always i- 
volved to some degree whenever the pos- 
terior urethra is infected. This gland, or 
other structures, may remain infected long 
after the disappearance of any urethral dis- 
charge; their infection may be responsible 
for a chronic urethral discharge, or for re- 
currences of active discharge. 


. Frequency of urination, in gonorrhea, is 


usually a sign of posterior urethritis. 


. It is a common misconception that if the 


‘*second glass’’ of urine is clear, the posterior 
urethra is not infected. A clear second glass 
does not rule out an early, a mild, or a sub- 
siding posterior urethritis. In such cases 
there may not be sufficient pus to back into 
the bladder to mix with all the urine and 
it may be completely washed out of the pos- 
terior urethra by the urine passed into the 
first glass. In order to make the diagnosis 
of posterior urethritis it may be necessary 
to irrigate the anterior urethra copiously 
before the patient voids. Any pus in the 
urine will then have come from the posterior 
urethra. 

The two-glass test is of little or no value 
if the patient has voided within two hours 
of the examination. 

If both glasses are cloudy, phosphates and 
urates are uiways to be ruled out. 

If, in the absence of urethral discharge or 
definite prostatic infection, both glasses per- 
sistently remain cloudy, involvement of the 
higher urinary structures, such as with kid- 
ney stone, tuberculosis or pyogenic infec- 
tions, must be considered. 

No examination is complete which does not 
include examination of the prostate and 


vesicles WHEN IT IS SAFE TO MAKE 


ONE. Repeated examinations are necessary 
since deep collections of pus may not be 
evacuated by the first massage. Each ex- 
amination must include microscopic study 
of the secretions for pus. The prostate 
may feel perfectly normal and yet be full 
of infection. 


. Examination of those who have been ex- 


posed to the patient’s infection or of the 
probable source of his infection may aid in 
making the diagnosis. 

There is much difference of opinion as to 
the value of the complement-fixation test 
in gonorrhea. It is certain that the physi- 
cian who depends routinely upon it will miss 
many cases. 

TREATMENT 


. Successful treatment of gonorrhea depends 


upon the use of procedures which are di- 
rected toward the prevention of complica- 
tions rather than toward rapid cure. In 
fact, those procedures which are claimed to 
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guarantee rapid cure are almost certain to 
cause complications and chronicity. 
- Some of the procedures in common use 
which cause complications and chronicity 
are: 
(1) The passage of sounds in the pres- 
ence of active infection. 
(2) The use of high pressures in giv- 
ing urethral injections and irriga- 
tions in the early stages of the dis- 


ease. 

(3) The use of too strong irrigants or 
injections which irritate. 

(4) The too early use of astringents, 
which prevents the free drainage of 
pus from the mucosa. 

(5) The use of vaccine in the early 


stages. 

(6) Bladder irrigations in anterior 
urethritis. They are certain to cause 
posterior urethritis. 

(7) Too frequent treatment as the dis- 

ease subsides, or treatment over too 
long a time. These are as danger- 
ous as too little treatment. 
Too great dependence upon the 
medication with consequent neglect 
of the patient’s conduct, and fail- 
ure to study the extent and progress 
of the infection. There is no spe- 
ctfic treatment for gonorrhea. Un- 
usual success with a new medication 
or method is too often the result of 
the greater attention given the pa- 
tient during the period of experi- 
ment. When the new treatment is 
made routine it rarely gives any 
better results than do other, estab- 
lished treatments. 

(9) The use of too many forms of treat- 
ment rather than the expert and 
adequate use of one. 

(10) Superficial examination, a prescrip- 
tion, meagre instructions and lack 
of interest in the case. 

(11) Too early dismissal of the patient 
as ‘‘cured’’ with subsequent reac- 
tivation of the infection. 


3. The patient should be taught how to put 


on a proper dressing. Anything which in- 
terferes with free drainage of pus from the 
urethra is dangerous. It is easy to tell the 
patient to ‘‘buy a gonorrhea bag and put 
some gauze in the bottom of it’’, but such 
careless, disinterested instruction may be 
the foundation of the most unsatisfactory 
and unhappy results. 

. Asa rule, the less treatment that ts left to 
the male patient, the better the results. 
However, if he is to inject medication into 
his own anterior urethra, he should be 
taught how to do it. Too large an injec- 
tion will force pus into the posterior 
urethra. Too small an injection defeats its 


purpose. The patient must understand the 
importance of using the prescribed amount, 
and of retaining it, for the prescribed time, 
in the urethra. One dram of medication per 
injection will usually be a sufficient quantity 
for this purpose. 


. Attention to small details is the difference 


between success and failure. 


. There is nothing to keep the urine in a 


full bladder out of the posterior urethra. 
Excessive exertion on a full bladder may 
force urine or pus into the vesicles. This, 
and the too early massage of the prostate, 
or the passage of instruments into the in- 
flamed urethra, are the most frequent causes 
of epididymitis. A double epididymitis 
may mean a sterile patient. 


. The prostate ts always infected to some 


degree in every posterior urethritis. Some 
of the more frequent causes of extension of 
the infection to the posterior urethra and 


_ prostate are: 


(1) The patient appears for treatment 
too late 


(2) Self-treatment, quack treatment or 
drug-store treatment has been em- 
ployed. 

(3) The patient has not received or has | 
failed to obey instructions. Sexual 
excitement and the use of alcohol 
are frequently responsible. 

(4) Treatment of the anterior urethritis 
has been too energetic. 

(5) Bladder irrigations have been used 
in anterior urethritis, or instruments 
have been passed. 

(6) The infection is one of those which 
extends in spite of the best of treat- 
ment and conduct possible, because of 
an unusually virulent organism or 
poor resistance of the tissues. 


. The prostate should not be massaged, for 


any reason, until the urethritis has entire- 
ly subsided, unless it appears that a per- 
sistent urethral discharge is dependent upon 
infection in some other structure than the 
urethra. 


. Prostatic massage is intended to stimulate 
circulation in, as much as to evacuate the 


contents of the gland. Heavy massage of a 
tender prostate does more harm than good. 
The reaction of the patient is usually a 
fair guide; — massage should never cause 
real pain. 


. The prostate surrounds the urethra. The 


latter may be tender. Therefore the mid- 
line of the gland should be massaged only 
with the last two or three strokes. 


. The vesicles are the seat of persisting in- 


fection more often than is generally sup- 


posed. 
. Sounds have no place in the treatment of 
gonorrhea except : 


| 
| 
9 
10 
4 


428 STANDARDS FOR DEALING WITH GONORRHEA—NELSON N. BE. J. of M. 
February 26, 1931 
(1) If, after consultation, it appears that tempted by the passage of the larg- 
an infection is unusually resistant to est sounds the urethra will take. 
treatment because of soft infiltration (7) A large dose of gonococcal vaccine 
of the urethral mucosa. ee may reactivate a hidden infection. 
(2) << of the methods of determining} Nore: Some prostatic infections are so re- 
sistant to treatment that pus may be 
(3) found in the secretion and shreds in the 
alt urine for many months or even years. 
qi h Pp ieatien to 9h No doubt some of these are due to non- 
specific residual infections from which the 
gonococcus has disappeared. However, 
13. No patient should be permitted to treat there is no way of proving the absence 


14. 
15. 


16. 


posterior urethritis by irrigation or imjec- 
tion; that is serious enough to deserve the 
physician’s personal attention. The patient 
should be made to understand its serious- 
ness. 

Alcohol, in any form, is contraindicated in 
gonorrhea, in every stage. 

Treatment must follow a logical sequence 
consistent with the progress and pathology 
of the disease. To attempt, indiscriminate- 
ly, to use one form of medication after an- 
other, sounds, dilators, prostatic massage, 
ete., is not only the height of folly, but is 
evidence of entire lack of understanding 
of the disease. It is decidedly unfair to 
the patient. 

When the ordinary methods, intelligently 
applied, fail to produce satisfactory results, 
consultation is in order. 


CURE 


. Much of the gonorrhea in the world today is 


due to a lack of appreciation that the pros- 
tate gland often retains the infection long 
after signs and symptoms of gonorrhea have 
disappeared. 


. Since there is no single positive test for 


cure, it is doubly important that every rea- 
sonable test be made for cure. The most 
important tests are: 


(1) Absence, at all times, of urethral 
discharge. 
(2) Urine free from pus and shreds 


(Note). 

(3) At. most three to five leucocytes per 
high power microscopic field in the 
prostatic and vesicular secretions in 

at least eight consecutive examina- 
tions made a week apart (Note). 

No gonococci at any time in any se- 

cretion. 

No evidence of reactivation of the i in- 

fection during at least three months 

of observation, the patient having 
returned to normal sex life (always 
protecting his partner with a con- 
dom). Prostatic examinations should 


(4 
(5 


be made at least once a month during 
this time. 
(6) Experimental reactivation may be at- 


of the gonococcus. Complete cessation of 
local treatment for several weeks and 
building up the patient may cause im- 
provement. Consultation is in order. The 
patient will become discouraged and his 
conduct difficult to control. It is wise 
to assume that he will have sexual inter- 
course and insist upon the use of the 
condom for the protection of his sexual 
partner. 


Part III 

GONORRHEA IN THE FEMALE | 

Diagnosis. Treatment. 
DIAGNOSIS 


Cure 


1. In tracing the source of infection of a given 


male it is a common experience to find that 
the disease was acquired from some woman 
in whom one or more physicians have said 
that it did not exist. 


. Too many physicians fail to examine the 


female patient as to history of the illness 
or for objective signs, and are content to 
prescribe an antiseptic douche for every pa- 
tient who complains of vaginal discharge. 


. The probability of gonorrheal infection 1s 


too frequently dismissed because the patient 
is a “‘respectable woman’’. It seems to be 
forgotten that an infected husband may 
bring gonorrhea home to the most respect- 
able wife. The fact that 75% to 90% of 
men with gonorrhea acquire infection while 
single and that 50% to 75% of women with 
gonorrhea are married, is sufficient evidence 
of the part which marriage plays in the 
infection of entirely innocent women. 


. History is often the most important part 


of the examination. In recently married 
women, menstrual disturbances, vaginal 
discharge, abdominal pain, indefinite pel- 
vic symptoms or abdominal surgery are al- 
together too frequently the result of gonor- 
rheal infection. Wives who are approach- 
ing the menopause or who for one reason 
or another are losing their desire for inter- 


- course, are frequently infected following 


their husband’ s excursions into the field of 
extra-marital sex relationships. 
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5. The physician is common who ts convinced|11. The only evidence of pelvic invasion may 


that he never sees female gonorrhea. This 
is utter disregard of the obvious in view 
of the accepted great prevalence of the dis- 
ease among men. 

. There ts no generally adequate conception 
of what gonorrhea is in the female. To 
matty physicians, it is an acute vaginal dis- 
charge in a_ prostitute;—they miss the 
chronic and the ‘‘respectable’’ or innocent 
eases. To some it is ‘‘vaginitis’’;— they 
miss the urethral, glandular, cervical and 
pelvic infections. To others it is ‘‘cervi- 
citis’’;—they have forgotten that the in- 
fected endometrium or higher structures 
may be responsible for the pus pouring 
through the cervix, and they treat the lat- 
ter in vain. To the surgically inclined it is 
‘*salpingitis’’;—they remove (often need- 
lessly) one or both tubes but forget the 
gonorrhea in the other pelvic tissues, in the 
cervix and in the urethra. The operation 
has erected no barrier against the extension 
of the disease in the pelvis, nor has it elimi- 
nated the disease in other parts of the 
genito-urinary tract. It is safest to forget 
“‘yulvitis’’, ‘‘vaginitis’’, ‘‘cervicitis’’ and 
‘“salpingitis’’ as entities and think of gonor- 
rhea as an infection of mucous membranes 
which, in the female genito-urinary tract, 
are continuous. 

. There is too great dependence upon the 
laboratory and too little careful and intelli- 
gent clinical observation. One Massachu- 
setts clinie with an experience of over 4000 
cases of gonorrhea in the female, finds that 
even in the acute stage, the first smear is 
negative for the gonococcus in one-half the 
eases; that in sub-acute gonorrhea by far 
the majority of smears are negative; and 
that the older the infection the less the like- 
lihood of ever finding the gonococcus. This 
in spite of ample history, clinical, and often 
surgical evidence upon which to make the 
diagnosis. 

. The recurrence of positive smears in the 
course of chronic gonorrhea in the female 
is more frequently evidence of reinfection 
than of anything else. 

. The examination of smears has its chief 
value, if the gonococcus cannot be found, in 
indicating the degree of infection according 
to the number of leucocytes present. If 
there is pus there is infection, and it may 
be due to gonorrhea even though the gono- 
coccus cannot be found. 

. If history or clinical or laboratory findings 
warrant the diagnosis of ‘‘infection’’, but 
not definitely of gonorrhea, the patient 
should be told that she has an infection the 
eause of which is not evident. She will then 
be prepared for the instructions which are 
to be given as to conduct and will be im- 
pressed with the need for treatment. 


be slight fever and the appearance of one 
or two menstrual periods a week or so in 
advance of the expected date. 


. Examination of the patient’s husband or 


sexual partner may aid, not only in estab- 
lishing the diagnosis but in controlling both 
during the period of treatment. 


TREATMENT 


. There is no specific treatment for gonor- 


rhea in the female. 


. Careful attention to hygiene is most impor- 


tant. 


. The patient should be taught how to take 


a proper douche. Few women realize that 
the most effective douche is that taken with 
the patient lying down. : 


. Daily hot sitz baths provide effective hy- 


giene for the vulva and the urethral meatus 
and glands, all of which are poorly or not 
at all reached by the douche. 


. Many women live in hall bedrooms or under 


other conditions which make daily douching 
and sitz baths impossible. Unless such prob- 
lems are solved for her the patient will neg- 
lect the all important hygiene and depend 
upon the entirely inadequate treatment she 
is given in the doctor’s office. One patient 
solved her problem by developing ‘‘chronic 
constipation’’ for which she was compelled 
to take ‘‘enemas’’. 


. There is little use in treating the female if 


the husband or sexual partner is constantly 
reinfecting her. 


. Attention to these and all other details is 


the difference between success and failure 
of treatment. 


. The patient’s temperature may be the only 


early evidence of pelvic invasion. 


. Abdominal surgery during the acute stages 


of pelvic inflammation is rarely indicated. 
Most acute pelvic infections which do not 
subside within a reasonable time are treated 
to advantage by vaginal drainage. Pelvic 
laparotomy generally should be reserved 
for the so-called chronic inflammations and 
when operation is resorted to in these late 
cases it should be radical in nature. 


. Treatment of gonorrhea in pregnancy may 


be continued safely to the eighth month, ex- 
cept that topical applications to the cervix 
are not advised. 


. Treatment must follow a logical sequence 


consistent uith the progress and pathology 
of the disease. To attempt, indiscriminate- 
ly, to use one form of medication after an- 
other, or to treat the infection in one loca- 
tion while ignoring it in another, is not only 
the height of folly but is evidence of entire 
lack of understanding of the disease. It is 
decidedly unfair to the patient. 


. The female patient usually presents hu- 


man problems which may seem to her more 
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important than the disease. Unless these 
have the thoughtful and sympathetic atten- 
tion of the physician, the end result may 
be failure. The fatigue and discouragement 
of months and years of treatment, foolish 
interpretations of symptoms, social prob- 
lems, shock over what has happened, feeble- 
mindedness and sometimes viciousness, are 
factors which must have attention if the 
patient is to be returned to health. There 
is little satisfaction in curing the infec- 
tion if the patient has at the same time 
become hopelessly neurasthenic or because 
of mental deficiency or inclination, returns 
to the sources of infection. There are many 
agencies willing and able to help. 

When the ordinary methods, intelligently 
applied, fail to produce satisfactory results, 
consultation, whether for treatment of the 
disease or for the problems of the patient, 
is in order. 


CURE 


. Since there is no single positive test for 


cure, it 1s important to employ every rea- 
sonable test for cure. The most important 
of those tests are: 


(1) Absence of inflammation of the 
urethra, urethral, paraurethral and Bartho- 
lin’s glands. 

(2) Absence of expressible pus in the 
urethra, urethral, paraurethral and Bartho- 
lin’s glands. Simple stripping is not ade- 
quate and massage should be employed to 
express the pus. 

(3) Absence of pus microscopically, or at 
most only three to five leucocytes per high 
power field, in at least eight consecutive 
smears of the urethral and cervical dis- 
charges, taken one week apart. 

(4) Slight or no eervicitis or no further 
improvement of the cervicitis under treat- 
ment, together with evidence of some non- 
gonorrheal condition to account for the per- 
sisting pathology. 

(5) Absence of active pelvic inflammation 
as indicated by normal temperature, absence 
of definite pelvic pain and tenderness, and 
return to the menstrual normal for the in- 
dividual. 

(6) When the above conditions are satis- 
fied, at least eight consecutive smears taken 
a week apart, from both the urethra and 
cervix, should contain no pus nor gonococci. 
One of the cervical smears should be taken 


just before, and one just after a menstrual 
period in women who menstruate. 

(7) Thereafter the patient should be kept 
under observation, with examinations (in- 
cluding smears) once a month, for at least 
six months. She should be instructed strict- 
ly to refrain from sexual intercourse at least 
during this period, unless her partner ts 
protected by a condom. 


SoME GENERAL CONSIDERATIONS 


. Every patient with gonorrhea is a potential 


source of infection. 


. The patient’s infection was acquired from 


another person. It is commendable, if not 
duty, to warn the other person of the prob- 
ability of infection and the advisability of 
examination. This may be done through 
the patient or by the physician, or through 
the Massachusetts Department of Public 
Health. 


. The patient may have infected another per- 


son. That person also is entitled to a proper 
warning. 


. In every ease of gonorrhea the physician 


should have in mind the possibility of con- 
current infection with syphilis, acquired at 
the same or a previous exposure. The in- 
cubation period of syphilis may be several 
days or weeks. The primary lesion may be 
missed, especially in women or in meatal or 
urethral chancre in the male. Routine 
physical examination and serological study 
should be made up to at least twelve weeks. 
after exposure. Even then the patient 
should be warned to report any subsequent 
sore, rash, persistent headache, or other 
symptom characteristic of syphilis. 


SERVICES TO THE PHYSICIAN 


The Massachusetts Department of Public 


Health offers the following services to physicians. 
for the management of gonorrhea: 


1, 


Bacteriological laboratory service to physi- 
cians who do not have local municipal lab- 
oratory service available. 


. Reprints of recent literature on the man- 


agement of gonorrhea. 


. Literature for the information of the pa- 


tient. 


. Silver nitrate in ampoules for the preven- 


tion of gonorrheal ophthalmia neonatorum. 


. Clinies for patients who cannot afford to 


pay a physician. 
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LEGISLATURE OF 1931 


BY S. B. WOODWARD, M.D.* 


E have for many years vaccinated all chil- 

dren entering the public schools of Massa- 
chusetts unless exempted by a physician’s cer- 
tificate which stated that their health at the 
time the certificate was signed made such vac- 
ination dangerous. Can anyone tell me any 
legitimate reason why the same regulation 
should not be extended to those enrolling in 
private and parochial schools? It is not because 
the children of parents of moderate means who 
go to the public schools differ in any way with 
respect to susceptibility to smallpox from the 
children of the wealthy who are privately edu- 
eated, or from those who for any reason are 
sent by their parents to what are known as 
parochial schools. 

St. Louis, Missouri, where the children attend- 
ing the public schools are vaccinated, while 
those in the parochial schools are not, has in 
thirty-three years spent $90,000 for the care of 
parochial school children hospitalized by the city 
because of smallpox, while during the same 
period of time no public school pupil has ever 
been affected by the disease. (Authority Dr. 
Max Starkloff, Health Commissioner.) 

If vaccination is of any use whatever, if to 
vaccinate school children in a state where edu- 
«ation is compulsory has the protective value 
that most of us believe, yes, know that it has, 
why should the parochial and the private school 
child be unprotected and being thus unprotected 
be a menace to the community, if and when 
smallpox raises its head as it does, has done, 
and may at any moment do again. 

Vaccination of all school children in this 
State of compulsory school attendance will, of 
course, in time provide a well-vaccinated popu- 
lation and were there no immigration from 
neighboring states or from abroad an almost 
completely vaccinated and absolutely protected 
community, to all intents and purposes immune, 
even though there would still remain unpro- 
tected those children mentally incapable of 
school instruction and the much larger number 
of those below school age unfortunately even 
more susceptible to smallpox than are adults. 
But with the proposition to follow the example 
of the majority of the most advanced nations 
in the world and vaccinate all children early in 
life we are not concerned at this time. House 
265 simply asks you to add private and parochial 
school children to the list of those who have 
for so many years been protected by vaccination. 


In the fifteen years since I first asked for 

compulsory vaccination of these children, no ar- 

*Woodward — Ex-President, Massachusetts Medical Society. 
his W 


for record and address of author see “T eek’s Issue’, 
page 457. 


gument has ever been advanced for this distine- 
tion in treatment. 

Opposition has come simply and solely from 
those who do not believe in vaccination at all. 
These people are unwilling to accept what 135 
years of vaccination have taught us, declare that 
vaccination is useless, is dangerous, never did 
what the rest of us and particularly physicians 
know it has done and resent the enforcement . 
of even the present imperfect sanitary and 
salutary law. 


They tell you that physicians are divided on 
their opinions of the value of vaccination, but 
in 15 years they have not brought forward six 
medical men to support that statement. Last 
year they came before you and by the mouth 
of Mr. Powers declared that the State Board of 
Health knowingly, deliberately and falsely for 
its own ends called an epidemic of chicken pox 
in Middleboro smallpox. Some years ago they 
introduced a bill which provided that no physi- 
cian should under any circumstances be a mem- 
ber of a board of health. If people with views 
like these are to decide health questions for our 
communities, then in all reverence I say, God 
save the Commonwealth of Massachusetts. 

Vaccination is useless, is it? 

The Minnesota law requiring vaccination was 
repealed in 1903 and in the next twenty years 
Minnesota had 60,841 cases of smallpox. In 
1920 California repealed its compulsory law and 
in the next five years there were reported to its 
health authorities 23,844 cases. 

Gentlemen, I repeat what I have said before 
the committee of the legislature at least once 
before, that were this 1790 instead of 1931, 
there would be scarcely one face in this room 
that would not be scarred with smallpox, that 
sO rare was an unpitted face that one of the 
ladies of the Court of Louis XIV lives in 
the memoirs of the Due de St. Simon as uniquely 
beautiful because, and solely because, her face 
was not pock-marked. 


Louis XV of France died of smallpox, as did 
thirty of the palace attendants infected by him; 
of the same disease died also the Dauphin, his 
grandfather, the Emperor Joseph II of Austria, 
his first wife and his sister, an elector of Sax- 
ony, an elector of Bohemia, a queen of Sweden, 
a ezar of Russia and several members of the 
royal family of Spain, as well as the wife, the 
mother, the uncle and two cousins of William 
IIT of England. 

Do you realize that more than 15% of all 
deaths in all countries, civilized, semi-civilized 
and non-civilized alike, were due to smallpox, 
that smallpox and malaria together were more 
responsible than were the constant wars for the 
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slow increase of populations for hundreds of 
years and that it was not until Jenner the 
Gloucestershire, England, physician in 1796 an- 
nounced to the world his discovery that cowpox 
protected us from smallpox, that smallpox be- 
gan to lose its preéminent position as a cause 
of death? 

Have you read the German proverb of pre- 
vaccination days, ‘‘From love and smallpox few 
escape’’? 

Do you remember that Sir Horace Walpole 
wrote of poetry that, ‘‘it is as universally con- 
tagious as is smallpox, everyone catches it once 
in his lifetime at least, and the sooner the bet- 
ter’’? 

Wrote Lord Macaulay: ‘‘Smallpox was al- 
ways present — filling the churchyard with 
corpses, tormenting with constant fear all whom 
it had not yet stricken, leaving in those whose 
lives it had spoiled the hidden traces of its 
power, turning the babe into a changling at 
which the mother shuddered.’’ So universal 
was it that when Lady Mary Wortley Montagu 
brought to England from Constantinople the 
idea that it was better to have it artificially, 
to be inoculated with it when convenient, rather 
than to await the inevitable, this practice grew 
by leaps and bounds, and houses where people 
eould go and have smallpox abounded in every 
community. It persisted in Massachusetts for 
twenty-five years after Dr. Waterhouse of Cam- 
bridge performed in 1800 the first cowpox vac- 
cination in the United States on six members 
of his own family and this inoculation with 
’ smallpox was only abandoned after a legislative 
act forbade its practice in the eighteen thirties, 
so persistent was the idea that one must have 
smallpox some time in one’s life. 

Opponents of my bill say vaccination has no 
effect on smallpox, that any diminution in the 
virulence and frequency of that disease is due 
to improved sanitation. This I deny and it is 
denied by every health and sanitary officer every- 
where in Europe, Asia, Africa, this country and 
the islands of the sea. Strictest sanitary meas- 
ures, so-called stamping out methods, have been 
tried in lieu of vaccination in epidemics with- 
out avail, notably in Cleveland in 1902, in Lei- 
cester and Gloucester in England, smallpox 
spreading despite all efforts until general vac- 
cination was resorted to. If the sanitarians, to 
coin a word, refer to the general conditions 
under which the different peoples live, I ask, how 
much better are the sanitary conditions in the 
slums of Boston and New York than in the 
wide areas of the middle west and the coast 
towns of California? Why does Montana have 
in proportion to its population 90 times as much 
smallpox as we do in Massachusetts — 13,010 
cases in the same number of years that we have 
750? Why does Minnesota between 1913 and 
1927 have 39,657 cases of smallpox? Is it be- 
cause conditions in St. Paul and Minneapolis 
and the country towns and villages are so in- 


sanitary, while we from the Berkshires to the 
Cape live in complete sanitation? One inclined 
to doubt this will be comforted by being told 
that of the 39,657 persons in Minnesota who had 
smallpox during those years 36,985 had never 
been vaccinated. No, Gentlemen, improved 
sanitation has little or nothing to do with the 
matter. The reason is that we in Massachusetts, 
although there are many unprotected, have been 
more or less sane on this subject and the major- 
ity of us being public school graduates have 
been subjected to the vaccinator’s needle, while 
in Montana and Minnesota, yes, and in Illinois. 
and Indiana and Ohio and Missouri and Cali- 
fornia and notably in Utah no general vaccina- 
tion laws exist and only when an epidemic breaks. 
out, when the garage doors have been opened 
and the automobile extracted, can health authori- 
ties do anything not to forestall but to limit the 
spread of the disease. 

So vaccination is of no use! 

Go to Turkey and see what is happening in | 
that country. Turkey, where everybody had 
smallpox not a generation ago. Turkey, from 
which come the Armenian, the Kurd, the Greek 
with their pock-marked faces which you, if ob- 
servant, have so often seen on the streets— 
which at least we, the physicians, have seen in 
their homes and in the hospitals. Turkey has 
seen the light under its new and progressive gov- 
ernment. Turkey has a most drastic vaccination 
law, has established vaccine laboratories in Con- 
stantinople and in Siwas, distributes annually 
from two to four million tubes of vaccine free, 
forees all children to be vaccinated before the 
end of the first year of life, again before enter- 
ing school and still again before beginning mil- 
itary service. No one can vote who cannot pre- 
sent a certificate of vaccination, nor can anyone 
enter the civil service unless thus provided nor, 
further, can any native travel without holding 
documentary evidence of this protection. Vacci- 
nators make the rounds in the most isolated vil- 
lages. What are the results? In 1923 there 
were still 6,581 cases of smallpox with 1,941 
deaths. By 1927 and by gradual stages the num- 
ber of cases was reduced to 730, the deaths to 4. 

Unvaccinated you cannot enter Mexico, and if 
a resident you must be vaccinated every 5 years; 
if born there, before you are 4 months old. 

I have told the story of Porto Rico and the 
Philippines so often here that I hesitate to re- 
peat it. Suffice it to say that we thoroughly vac- 
cinated Porto Rico in 1898—Porto Rieo where 
smallpox had been endemic, i.e., constantly pres- 
ent, for hundreds of years—that we have kept it 
up and that today there is less smallpox in Porto 
Rico than in Massachusetts—12 cases 1919-1928, 
Massachusetts 408, and when I say that in those 
ten years no less than 553,945 cases of smallpox 
were reported to the health authorities in the 
United States and its dependencies, our sanita- 
tion—if sanitation reduces the frequency of 
smallpox—must be in a most deplorable condi- 
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tion as compared with the shack dwellers of 
Porto Rico. I confess to a sneaking belief that 
vaccination has something to do with the con- 
trasting conditions! Be not misled by a state- 
ment made last year and which may be repeat- 
ed that the epidemic of smallpox in the 
Philippines in 1918 and 1919 followed the thor- 
ough vaccination of the people of these islands 
by our forces. The real facts are far different. 
This epidemic followed a ten-year neglect of 
vaccination and followed also a period of years 
as free from smallpox as possible. More than 
88% of those attacked in this truly terrific epi- 
demic were under ten years of age, i.e., were 
among those born while vaccination had been 
neglected. When General and Doctor Wood 
came on the scene as Governor General in 1918, 
vaccination was vigorously taken up. It has 
been continued ever since and a fall from 47,369 
eases and 16,567 deaths in 1918 and 65,180 cases 
and 49,971 deaths the next year to 84 cases in 
1924, 20 in 1925, 30 in 1926, 1 in 1927 and 5, all 
varioloid, in 1928 is surely somewhat spectacu- 
lar. Manila, where the deaths, not cases, under 
Spanish rule were about 6,000 annually had no 
ease at all and of course no death for the three 
years 1921-1924. I would not burden you with 
this were it not that I was told by Mr. Powers 
last year that I had never presented the picture 
of the Philippine situation to your Committee. 
I thought I had presented it almost ad nauseam 
and three printed reports of my argument sup- 
port that contention. 


There is no smallpox in Guam, nor in Samoa, 
nor in the Sandwich Islands, all thoroughly vac- 
cinated under our auspices. 

In Russia under the Soviets and with vigorous 
enforcement of vaccination the number of re- 
ported cases fell from 96,626 in 1921 to 3,055 
in 1929. 

In England and Wales, however, where the 
anti-vaccinationists have been very active, where 
a conscientious objector law has exempted thou- 
sands on thousands of children from vaccination, 
smallpox began to spread about ten years ago. 
In 1921 there were reported but 351 cases and 
that year in the hearing before the committee I 
was asked, ‘‘What about it?’’ I said, ‘‘ Wait 
awhile.’’ That while has now arrived. In 1927 
there were 14,767 cases recorded, in 1929 10,975. 
Smallpox to the same extent would bring some 
2,000 cases yearly to Massachusetts. Can any 
sane man doubt that repeal of our present law 
would produce the same results here as there? 
As in late years in this section of the United 
States the disease is generally mild and the 
deaths not numerous, but outbreaks of a virulent 
type may be expected to occur; such outbreaks 
as we have had in Detroit, Denver, Kansas City, 
Los Angeles, Milwaukee, Camden and other 
places. Minnesota in 1924 reported more small- 


pox deaths than in any year since 1871. Cana- 
dians will not easily forget the epidemic in un- 
vaccinated Montreal in 1885, which outbreak was 
traced to one man who came to that city from 
Chicago afflicted with the disease smallpox. He 
did not bring poor sanitation to Montreal, he 
brought smallpox to an unvaccinated community 
with the usual result. When in one year there 
were 1,113 cases of smallpox in Birmingham, 
Alabama, how many of those affected had ever 
been vaccinated ?—not one. 


The opponents ask for the death rate in recent 
years, claiming the disease is so mild that it is 
really of no importance. It was mild in Middle- 
boro last year, but virulent outbreaks are con- 
tinually occurring and the next time it comes 
to us in Massachusetts we may have the recent 
35% death rate of Okmulgee, Oklahoma, the 
16% of Tucson, Arizona, the 39% of Moberly, 
Missouri, the 31% of Denver, Colorado, or the 
46% of Kansas City. Of 350 stricken people in 
the latter place 123 died and 288 of the 950 cases 
in Denver were fatal. I could fill a sheet with 
the names of places where mild smallpox has 
turned virulent, but I refrain. 


We have in this country more murders than 
in any other country in the world. We have 
more lynchings. We have more racketeers, more 
hootleggers and we also to our disgrace have far 
more smallpox, bar India and possibly China 
where statistics are untrustworthy. 


We do not have much in Massachusetts. No, 
we do not, but if we continue to allow a constant 
increase of unvaccinated persons and if our 
neighboring states do not, as they have in the 
past, more or less protect us, we shall eventually 
reap a harvest that we shall not care to garner. 
Of the 200 people in Middleboro with smallpox 
last year, owing I fear largely to the non-en- 
forcement of our present law by an inefficient or 
deliberately neglectful health officer, but two 
had ever been vaccinated. 


There were in the continental United States 
in 1928 39,396 cases of smallpox, in 1929 42,282. 
We have in but few of the states any adequate 
regulatory preventive laws. Smallpox is con- 
stantly present in the states of the middle west, 
in the south and in California, and to an extent 
that seems to me incomprehensible, when it can 
so easily be prevented. Utah, for example, which 
has in its statute book the law often asked for 
here, and this year again advocated, which pro- 
hibits vaccination as a prerequisite for admission 
to her schools, had 13,031 cases of smallpox be- 
tween 1919 and 1928 and Utah had a 1920 popu- 
lation of 449,396. To equal that Massachusetts 
with her nearly 4,000,000 inhabitants would have 
to accumulate 130,000 cases in an equal period 
of time. We can undoubtedly do it if we care 
to and try hard, for we are also ‘‘men and 
brothers’”’. 
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In these ten years 1919-1928 and yellow fever bearing mosquitoes, plague 
Indiana had 36,593 cases bearing fleas and typhus spreading lice be al- 

Towa 26, lowed to carry on their deadly work lest the 

Illinois - 31,930 religious prejudices of these people be disturbed ? 
Washington 28,160 I question the right of the religion of a few to 

and thus interfere with the health of a whole com- 

Ohio 37,961 munity. Weare all, Christian, Jew, Mohammed- 


I will not burden you with further figures. 

New York sets up a barrier for us. New York 
City vaccinates all public and private school 
children, all teachers, janitors, and scrubwomen 
and has been practically free from smallpox for 

ears. 
. No attendant of the Willard Parker Hospital 
for contagious diseases has ever acquired small- 
pox from constant contact with all sorts of 
eases. They are vaccinated every six months as 
a precautionary measure. 

Smallpox broke out in St. Francis Orphanage 
in Woonsocket, R. I., in 1925. There were 18 
eases, all of them in unvaccinated children. 
Rhode Island had at that time the same law 
that we have, requiring vaccination of public 
school children only. That year its legislature 
passed the identical law that I have been strug- 
gling for during the past fifteen years. Must 
we wait for a similar occurrence in this State 
before the Legislature will act, and the Gov- 
ernor sign the simple amendment to a law that 
has stood the test for so many, many years? 
(Since 1855 to be exact.) 


Do those who control the private and paro- 
chial schools oppose the passage of the amend- 
ment I ask for? Most emphatically, no. Not one 
person representing any private school has ever 
appeared in opposition to the proposition. On 
the contrary, the private schools almost unan- 
imously ask for this protection, as you will see 
if you glance over the letters I now hand to you. 
The parochial school authorities are also re- 
corded as not opposed to the project and in 
many cases and in many places require vaccina- 
tion as a prerequisite to enrollment. Letters 
from Cardinal O’Connell, the late Bishop Bea- 
van, Bishop O’Leary and Bishop Feehan will 
support this statement. 

People in general are becoming interested in 
this drawn out controversy. The press has taken 
up the matter. Harvard College has followed 
Smith and Wellesley and Mt. Holyoke in re- 
quiring vaccination of all its students. 

Exemption from the vaccination laws on ac- 
count of religious prejudice brought forward 
last year for the first time is, I contend, not 
to be considered. Prevention of child marriage 
in India was opposed on the ground, that it in- 
terfered with religious belief. The abolition 
of suttee, the burning of the widow on the 
funeral pyre of the husband, was opposed for 
the same reason. Certain sects are prevented by 
their religious belief from destroying the life 
of any animate thing. These people will not 
kill lice, fleas, mosquitoes or flies. Shall malarial 


an and Hindu, subject to the same laws of 
health and no one of us has any right to sub- 
ject the remainder of the community to risk of 
his life by remaining as it were outside the pale. 
I may not raise pigs in my back yard, nor keep 
hens in my attic and if I persist in so doing I 
have either the privilege of moving away or of 
submitting to the law of the place in which I 
live. Freedom of action does not permit me to 
become a nuisance to my neighbor and rightly 
so, for the welfare of the community as a whole 
overshadows and outweighs that of any in- 
dividual in it. 

Our opponents state that more people die 
from vaccination than from smallpox itself. 
Since 1917 the United States Army has vacci- 
nated approximately 4,700,000 persons, the 
Navy 950,000, the United States Public Health 
Service 2,918,748 and of these eight and one- 
half millions but one man died and he had 
pleuropneumonia which nobody has as yet 
claimed to be a concomitant of vaccination. I 
think one may safely take a chance with that rec- 
ord before one. In 1924 800,000 persons were 
vaccinated in Detroit, Michigan, during an epi- 
demic. Four hundred and twenty-five had diph- 
theria, 644 scarlet fever, 368 tuberculosis, 52 
measles, 30 mumps, 90 erysipelas, 104 infantile 
paralysis, 35 whooping cough, 21 chicken pox, 
773 were lying-in women and 676 newly born 
babies. There were no serious results among 
all these persons who would ordinarily be passed 
over. 

France at last awakening to conditions is vig- 
orously vaccinating not only the mother country 
but the colonies. Children are vaccinated during 
the first year of life. All men of twenty called to 
the colors are revaccinated, and those exempted 
from military service must present a certificate 
of vaccination to enter administrative service, 
trades or industries. All children are revac- 
cinated before entering school. Over 10,000,000 
vaccinations have been performed in her African 
possessions with its vaccination center at the 
Institute Pasteur of Tunis. But 1,400 cases were 
reported from all Indo-China in 1928 and 245 
from Morocco. In Pondicherry, French India, 
the death rate has fallen to one-quarter of its 
previous record. The whole world seems awake, 
with England and the United States hanging 
back and in the rear. 

The House has several times, passed the bill 
for which I am speaking today and the Senate 
at least once. May I not hope that favorable 
action of this Committee will be followed by the 
enactment of what is to me an advance toward 
that perfect protection which universal vaccina- 
tion can give to any community that practices it. 
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SOCIAL MALADJUSTMENTS WITH PSYCHIATRIC 
DETERMINANTS 


BY ELIZABETH ANN SULLIVAN, M.D.t 


URING the past decade there has been a 
trend among educators, penologists and 
sociologists to question whether the puzzling, 
often unsolvable, problems involved in the social 
maladjustments of individuals might not be 
rooted in elusive unrecognized mental disturb- 
ances; whether such social maladjustments as 
antisocial behavior, alcoholism, marital discord, 
employment difficulties, are not merely symp- 
toms of an underlying psychiatric disturbance. 
If this hypothesis is proven, how futile it is to 
attempt to correct symptoms alone without an 
prereset of their etiology! For example, 
a young college graduate trained in a specialty 
is unable to hold a position because of untidi- 
ness and lack of attention to details. Her em- 
ployers, working upon the basis of symptoms, 
have been unsuccessful in bringing about a 
change because the sources of her difficulty arose 
from prepuberty traumata culminating in a 
neurosis. Again, a young man has served two 
years in penal institutions for alcoholism and 
larceny. The correction of these symptoms was 
effected, not by punishment in the penal insti- 
tution to which he was committed, but by analy- 
sis that uncovered the mechanisms motivating 
his behavior. 

Out of a group of several hundred patients 
referred for psychiatric consultation by various 
social agencies*, the following seven cases were 
selected because in them the common types of 
social maladjustments are apparent and these 
maladjustments, with their symptoms, were con- 
ditioned by overt mental disturbances. Psy- 
chiatrically, the findings in each case disclose 
the familiar psychoses, neuroses, mental defect 
and the psychopathies and after diagnosis was 
made, more intelligent social therapy was be- 
gun. 

CasE I 

Mrs. J. C., thirty-one years of age, was referred by 
a social agency for examination because of the 
chronic destitution of the C. home, coupled with Mrs. 
C.’s lack of concern in regard to the situation. 

The patient was born in Boston, where she attended 
public school. She was twice married, her first mar- 
riage being successful socially and financially. Prior 
to her first marriage she worked as a clerk in a de- 
partment store, where she had a good record up to a 
short time before her second marriage, when changes 
in personality appeared. Shortly after the death of 
her first husband, she met Mr. C., who was then unem- 
ployed. A forced marriage followed and the couple 
now have four children. 

From the start, they were unable to maintain any 
kind of a home. Mrs. C. seemed to have no interest 
in the house, did not go out, and spent many days 


*A Codperative Psychiatric Service Boston Med. & Surgical 

Journal Vol. 195, No. 11, Sept. 9, 1926. 
¢Sullivan—Psychiatrist, Codperative Psychiatric Service. For 
rd and address of author see “This Week’s Issue’, page 
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lying in bed,—a condition which she attributed to 
“physical weakness”. The home was broken up twice 
because of wretched conditions and all the social 
agencies in the district had been active at some time 
or other in the case. Mr. C. was arrested several 
times and served short sentences for neglect and 
failure to provide. The children were constant 
truants from school and when they did go to school, 
they were frequently sent home because of the filthy 
condition of their bodies. The agencies interested 
gradually withdrew, with the exception of the police, 
truant officers, and one welfare society. 

Just prior to the time of the examination, a special 
effort was expended on this family in an attempt to 
stimulate this couple to provide more livable condi- 
tions for the children. These efforts were unsuccess- 
ful as Mrs. C. was usually to be found rolled up in 
bed, Mr. C. sitting on the wharf or standing on the 
street corner, and the children, although it was 
winter, nearly naked in the streets. 

On the day of the examination Mrs. C. succeeded 
in arousing herself sufficiently to dress and to ar- 
range the house in preparation for the visit. During 
the entire interview she remained fixed in one posi- 
tion, but was accessible, slightly expansive, with an 
underlying mood reaction of depression. Auditory, 
visual and somatic hallucinations, religious delusions, 
and ideas of influence were elicited. From the exam- 
ination a diagnosis of well-advanced schizophrenia 
was made. Her social behavior was, therefore, ex- 
plained and no hope of social improvement could be 
entertained under the existing circumstances. 

When her husband was located, he refused to allow 
any therapeutic measures to be formulated for his 
wife and locked the door on the agent of the society. 
Some months later the children were removed from 
the home by order of the court after extensive litiga- 
tion. The court’s decision was based on the diagnosis 
of Mrs. C.’s mental incompetency. 

It was impossible to examine thoroughly Mr. C. 
because of his lack of coéperation, but he had all the 
— signs and social reactions of a mental defec- 
tive. 

On analysis, the results achieved in this case were, 
first, the removal of four children from a particularly 
wretched physical and moral environment and the 
provision of adequate care for them; second an un- 
derstanding by the agencies of the conduct of this 
father and mother, conduct motivated by mental dis- 
ease. 


CAsE II 


L. C., a school teacher of twenty-four, was referred 
for examination by an agency, because of peculiarly 
excitable and erratic behavior. 

This girl of evident culture and education fled from 
her home in the Middle West, and arrived without 
design in Boston, with a vague idea of selling books 
or looking up some old friends. She impressed the 
workers with whom she came in contact as being very 
unstable and uninhibited. 

According to her story, which was later corrobo- 
rated, she had taught both grade school and Sunday 
school until a few months prior to coming to Boston. 
During the last year at teaching she became nervous, 
increasingly excitable, overactive, easily offended and 
quarrelsome. Because of quarrelsomeness, she left 
home. While at home she had considered suicide and 
was obsessed with the idea of killing her sister’s 
children. 

This patient was suffering from an attack of manic- 
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depressive insanity in the manic phase. According 
to the psychological examination she had an intelli- 
gence quotient of 1.20. In her behavior it will be 
noted that there was a change from a studious and 
religious attitude to a condition of unemployment as- 
sociated with alcoholism and immorality. 

Her father, after she had been committed to the 
Boston Psychopathic Hospital, removed her to an 
institution nearer home, where treatment was con- 
tinued. 


III 


Mr. and Mrs. J. H. were referred for examination 
because of constant friction in their home caused by 
accusations of infidelity made by Mr. H. against his 
wife. 

Mrs. H. was American born, forty-one years of age, 
and had been a mill operative prior to marriage at 
seventeen. She had had ten children, four of whom 
died in infancy. She stated that her married life 
had been one of turmoil and uncertainty because of 
Mr. H.’s frequent and unfounded charges against her 
of gross immorality. She was an emotionally unsta- 
ble woman and had nocturnal epilepsy for many 
years. The attacks gradually became diurnal and 
were frequent and prolonged. The discord in the 
house, combined with violent and assaultive conduct, 
aggravated her nervous condition so that the attacks 
were becoming more severe. 

Mr. H. was forty-eight years of age and came to 
America from England when a young man. He had 
a good work record and made a good adjustment to 
his fellow employees. By hard work he had become 
a stationary engineer and saved enough money to 
buy a home. In his later twenties he became gradu- 
ally alcoholic until his alcoholism was of the severe 
periodic type. 

Some years previous to examination, after setting 
fire to his home, he deserted his family for a few 
years, abducting his oldest daughter. He had been 
arrested several times for alcoholism, desertion and 
assault. The alcoholism did not interfere with his 
work and apparently did not decrease his earning 
capacity. 

At the time of the examination Mr. H. had an 
alcoholic paranoid condition with a delusional system 
of an erotic nature involving all the women of his 
family, particularly his wife. The seriousness of his 
delusions may be measured by the fact that because 
of his accusations against a nephew, the nephew 
committed suicide. While still living with his wife, 
Mr. H. threatened to kill her if she should become 
pregnant again as he was certain that the paternity 
of the child would be in doubt. 

As a result of the examination, Mrs. H. accepted a 
voluntary commitment to a state hospital for treat- 
ment of her epilepsy. Progress in this case was made, 
first, by establishing the diagnosis of the wife’s con- 
dition, which resulted in treatment; secondly, by 
defining the delusional content in the husband’s ac- 
cusations and assisting the family to understand 
his behavior as conditioned by mental disease. 


CasE IV 


Mrs. E. B., Canadian, aged twenty-eight, was re- 
ferred by a welfare agency because of her violent 
temper, unreasonable conduct and alleged cruelty to 
her children. 

She had come to the United States to work as a 
maid at the age of twentv. A year later she mar- 
ried Mr. B., who was industrious, of even tem- 
perament, and a good provider. Three children were 
born at intervals of a year, all healthy and well nour- 
ished. During the early months of each pregnancy 
Mrs. B. had a toxic condition which totally incapaci- 
tated her and one pregnancy was complicated by 
phlebitis. 


According to her story, she had always been of a 
nervous disposition, easily irritated, desiring to dom- 
inate and allowing no contradiction or interference 
with her plans. More severe emotional disturbances 
came periodically and it was during these times that 
she was particularly irritated with the children, pun- 
ishing them on slight provocation. 

A few months previous to the examination, Mr. B. 
became ill with tuberculosis and Mrs. B. became 
pregnant for the fourth time. This pregnancy was 
accompanied by excessive toxic disturbance which, 
with the worry of her husband’s illness, increased 
her nervous condition. She became very difficult io 
deal with, quarrelsome, and litigious. At a large city 
hospital, where she was treated for toxaemia, she was 
considered one of the most trying patients they had 
to treat. 

When the psychiatric examination was made, the 
patient was found to be in the mixed hypomanic 
phase of manic-depressive insanity. She was over- 
active, talked excessively, and resented any criticism 
or disagreement with her ideas. 

Because of the pregnancy, state hospital care was 
not recommended, but therapy at home instituted. 
A housekeeper was employed by the society and the 
social worker was instructed in the psychiatric na- 
ture of the patient’s illness. All disturbing home con- 
ditions were removed and when it was not expected 
of her that she react toward her problems as a normal 
person, progressive improvement resulted, until she 
was able to assume the entire care of her family. 


CASE V 


Mrs. B., colored, thirty-eight years of age, was re- 
ferred by a welfare agency because of her husband’s 
complaint that she was acting peculiarly and was not 
caring for their five small children. He believed that 
she was insane. Because of the conflict in the home, 
Mr. B. wanted money raised by the agency in order 
that his wife and children could be returned to the 
West Indies. He stated that his wife had had a 
complete change in personality, was quarrelsome, ir- 
ritable, suspicious and at times seemed confused. 

The contact of the social workers in this case had 
been unsatisfactory because the patient believed they 
were in sympathy, as well as collusion, with her hus- 
band’s designs. 

At the time of the examination the patient was 
physically depleted and emotionally depressed. Phys- 
ical examination disclosed extensive, active tubercu- 
losis in both lungs as well as early pregnancy. As 
the interview progressed she became codperative and 
friendly. Mental examination showed no psychosis 
but a mild depression, conditioned by active tubercu- 
losis, her pregnancy and aggravated by marital dis- 
cord. 

It was recommended that the patient be relieved of 
her household duties and given hospital care. 


CaAsE VI 


J. M., aged twenty-eight, single, American, was re- 
ferred for examination by a welfare agency. His 
mother had complained that he was chronically unem- 
ployed and acting queerly. 

He was a union printer but had been generally 
unemployed for three years. He made spiritless at- 
tempts to obtain work, even when openings were 
found for him, and he lost a few positions because 
of inertia. While at home with his mother, he was 
easily excited, quarrelsome, and sometimes abusive. 
Twice he assaulted his mother because she criticized 
his lying abed during the day. 

Physical examination disclosed mild diabetes and 
marked valvular disease of the heart. 

Mental examination revealed a beginning psychosis 
of the dementia precox simplex type.. He had paran- 
oid ideas toward the economic social requisites of 
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America and grandiose and religious delusions. In 
spite of his professed interest along philosophical and 
pseudo-ethical lines, he had many antisocial tenden- 
cies, which he justified because of the injustices of 
society. 

Industrially, the patient was eliminated from occu- 
pations requiring physical strength, and, because of 
his mental condition, he would have to adjust to a 
work level much lower than that of his trade. It was 
recommended that he be removed from his environ- 
ment and that light work be procured for him. In 


the meantime he was referred to a medical clinic for 
treatment of his diabetic and cardiac condition. With 
an understanding approach by his mother, and with 
the help of the agency, it was believed that he might 
adjust to his physical and mental abnormality out- 
side of a mental hospital. 


CasE VII 


F. H., twenty-eight years of age, a World War vet- 
eran was referred by a relief agency because of the 
habitual use of veronal. 

He had been born in Boston and his history prior 
to the war was uneventful. Shortly after his dis- 
charge from the United States Navy he resumed his 
trade of floor-laying and married. During the early 
part of this marriage he worked steadily and pro- 
vided adequately. Gradually his wife became dis- 
satisfied, divorced him and obtained the custody of 
their two children. About that time he began to 
lose interest in work and to develop a paranoid 
system of ideas centering about his divorced wife. 
The year following the divorce he became periodically 
aleoholic and after one particular debauch he took 
veronal for its quieting effect. From that time on. 
to produce sleep and relieve him of his worries he 
took veronal steadily and in quantities so large that 
he was unaware of the exact amounts. 

‘During the year previous to the examination he 
had been poisoned several times from overdoses of 
veronal and four times removed by the police to a 
general hospital in a comatose condition. Once he 
set his room afire and was removed by the fire de- 
partment from the burning room to the hospital in 
. stuporous condition and suffering from severe fire 

urns. 

Physical examination revealed an old, active tu- 
berculous process in both lungs. According to the 
patient’s story, he began the use of veronal in order 


to overcome the crowding of ideas which prevented 
sleep. He had first tried to control this insomnia by 
alcohol but found veronal more potent. In the be- 
ginning the intensity of his abnormal ideas was de- 
creased during the day by work, reading, or other in- 
terests. At night, however, he described his mental 
disturbance as similar to voices coming over« the 
radio, three stations being tuned in together, each 
broadcasting uncomplimentary remarks. He felt that 
his divorced wife had set the fire in his room and 
that she was trying to harm him, and for that reason 
he followed her from her work when he could be un- 
observed. 

The patient has a mild psychosis of the schizo- 
phrenic type with auditory hallucinations, paranoid 
delusional system, inadequate affective reactions, and 
a disturbance of will. His social and industrial status 
deteriorated from that of a skilled mechanic to dish- 
a and finally to unemployment necessitating 
relief. 

The prognosis in this case is dubious for permanent 
arrest without continued hospital treatment. Progress, 
however, was made, first, in defining the cause of his 
drug addiction and prescribing the therapy; secondly, 
“a — to his family an understanding of his be- 

avior. 


SUMMARY 


As these cases are reviewed, it will be seen 
that every type of agency in the community was 
active in their care,—police, courts, welfare so- 
cieties, churches, schools and various clinics for 
the treatment of physical disease. 

Again, nearly every common social maladjust- 
ment was found,—marital discord, divorce, 
eruelty to children, abduction, unemployment, 
destitution, delinquency, immorality and alco- 
holism. These social maladjustments were con- 
ditioned in every case by mental maladjust- 
ments, personality defects, or mental disease, 
and necessitated treatment on the basis of in- 
dividual rehabilitation. Only when there is a 
psychiatric understanding of the mechanisms in- 
volved in such eases can true success be at- 
tained. 


TREATMENT OF SPASMODIC CROUP BASED UPON 
CLINICAL FINDINGS IN THE COLON 


BY LAWRENCE P. 


HE object of this paper is to record, for the 
general practitioner, a brief outline of an 
effective treatment for spasmodic croup. This 


therapy has been found to be more efficacious 
than any other because the attacks of croup do 
not recur the succeeding nights, while with other 
treatment recurrence is the rule. In over 100 
cases of spasmodic croup, treatment in the man- 
ner outlined has been uniformly successful and 
it has seemed to me that the general practitioner 
should know that there is a simple and effective 
method to relieve the spasm of the larynx that 
occurs in this disease without the use of drugs, 
medicated vapors, ete. 
It has been believed by some medical authori- 
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ties, but thought doubtful by Sir William Osler, 
that the spasm of the larynx in spasmodic croup 
is functional. My experience leads me to con- 
elude that the spasm is a toxic manifestation 
of the absorption of colonic toxins from the small 
intestine. 


Osler says, in his treatise upon spasmodic 
croup, ‘‘Too often the poor child, deluged with 
drugs, is longer in recovering from the treat- 
ment than he would be from the disease. To 
allay the spasm the child may be placed in a 
hot bath, and, if his stomach is overloaded, given 
an emetic.’’ Osler has not stated to what cause 
he ascribed the spasm other than the possibility 
that it might be due to an overloaded stomach. 

Since I began to associate acetonuria with 
certain clinical findings in the colon, it has 
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seemed obvious to me that medical science, with 
the help of the x-ray, can go further today than 
Osler did, thirty years ago, and say positively 
that the spasm of the larynx in spasmodic croup 
is not due to an overloaded stomach because the 
stomach is empty hours before the spasm in the 
larynx is produced. An emetic seems to have 
little effect on the spasm; it has no effect upon 
preventing the spasm the succeeding night. 

I have found acetone in the urine of 100 per 
cent. of patients with spasmodic croup and there 
have been areas of dullness and tympany on per- 
cussion over the colon in all patients with this 
affection. I have also found that all patients 
suffering with spasmodic croup are promptly re- 
lieved of their symptoms by the removal of 
pocket gas from their colons and that the symp- 
tom does not recur the succeeding nights. The 
acetonuria usually disappears within twenty- 
four hours. 

My experience in treating this group of over 
one hundred cases has taught me that croup is 
a manifestation of acute intestinal toxemia. In 
my practice I call it the laryngeal sign of acute 
intestinal toxemia. If it were disregarded and 
the colon continued to harbor pocketed gas and 
impacted feces, the patient was prone to suffer 
attacks of croup the succeeding nights. If a 
child were permitted to go to sleep with im- 
pacted feces and pocketed gas in his colon, it 
seems reasonable to me that the relaxation of the 
muscles produced by sleep would allow either the 
exit of gas via rectum or force colonic toxins 
into the small intestine via the ileocecal valve. 
The first causes no disturbance of the child’s 
slumber ; the second causes a spasm of the larynx 
and awakes the child. From observation, I know 
that, rarely, spasmodic croup occurs in adults. 
I have tested the urine of the few adults that I 
have seen by the nitroprusside test. It showed 
a slight continuous acetone reaction. X-ray ex- 
amination of the colon in these cases showed 
atonic and hypertonic areas of the colon muscu- 
lature and an incompetent ileocecal valve. Treat- 
ment that was directed to the colon musculature 
resulted in establishing a uniform tone in the 
colon. When this was accomplished, the ileocecal 
valve, by x-ray, was competent, the acetonuria 
disappeared and the patient had no further at- 
tacks of spasmodic croup. It seems probable to 
me that conclusions might be drawn from these 
x-ray findings in the colons of adults with croup 
that will help the medical profession, not only 
to understand the symptoms of spasmodic croup, 
but also will give them an insight into a disease 
that medical science has known about for cen- 
turies but has not been able to diagnose, i.e., 
acute intestinal toxemia. Especially does this 
seem probable when all attacks of spasmodic 
e<roup are promptly relieved by the removal of 
the cause that is contributory to the absorption 
of colonic toxins from the small intestine. These 
toxins are distributed to every structure of the 
body via the blood. 


I have found that the removal of impacted 
feces, which is the cause of gas becoming pock- 
eted in the colon, will relieve all the symptoms 
of spasmodic croup within a few minutes, be- 
cause this removal has relieved the pressure of 
gas from the cecal side of the ileocecal valve. 
This valve cannot for long resist the high pres- 
sure of gas exerted upon it from its cecal side 
and unless the pressure is gotten rid of, it does 
what any muscular valve would do under similar 
circumstances, i.e., it becomes temporarily in- 
competent and allows bacterial and fecal toxin 
to enter the small intestine. In spasmodic croup 
probably only a small amount is allowed to enter. 
However, enough is admitted to cause a laryn- 
geal spasm which awakes the child. 

Osler and others of authority have said that 
the attacks recur the succeeding day, or for 
several nights in succession. If, however, they 
had treated the cause of spasmodic croup, there 
would have been no recurrence of its symptoms. 
If they had removed impacted feces and pocketed 
gas from the colon, they would have been as 
surprised at the results as I was the first few 
times that I advised this therapeutic measure. 
The spasm in the larynx is relieved within a 
few minutes, the child goes to sleep as soon as 
this is done, and it has no catarrhal symptoms 
the next day, nor any brazen, croupy cough the 
succeeding nights. 

If general practitioners wish a practical dem- 
onstration of a therapeutic test, I am sure they 
will not be disappointed by instituting the treat- 
ment herein outlined for spasmodic croup. 

If they wish to see a prompt and startling 
therapeutic response, they will base the treat- 
ment of this condition upon clinical findings in 
the colon. 

If they seek an explanation for an acetonuria, 
they will test the urine of the patient before 
and after they institute treatment, and compare 
the urine findings with cases of spasmodic croup 
that have been treated by other methods. If 
general practitioners are still convinced that 
acetonuria is not due to absorption of colonic 
toxins from the small intestine, and they will 
test the urine before any treatment is given and 
again after a laxative or large enema, it seems 
to me they will not only be convinced that ace- 
tonuria is due to absorption of colonic toxins 
from the small intestine, but they will be con- 
vinced that acetonuria could not occur unless 
the ileocecal valve was forced open from its 
cecal side. Furthermore, the absence of clinical 
findings elsewhere in the body furnishes evi- 
dence that the location of the patient’s sudden 
distress must be in the intestinal tract. 

The clinical findings point to the colon. The 
therapeutic response points to the small intes- 
tine. Clinical findings in the colon and chemical 
findings in the urine are the guides upon which 
treatment must be based, because medical science 
says that the etiology of a disease usually de- 
pends upon its contributory etiology, and the 
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contributory etiology usually depends upon its 
clinical findings. Acetonuria is one of the clini- 
eal findings. It cannot be ignored because the 
object of treatment in spasmodic croup is relief 
of spasm of the larynx, and this is accomplished 
only after disappearance of impacted feces from 
the colon. 

The treatment which I have used with uniform 
suecess in spasmodic croup follows: Remove 
impaeted feces from the colon and pocketed gas 
will find exit via rectum and not via the ileocecal 
valve. I believe that medical authorities will 
agree with me when I say that the only safe 
method of removing impacted feces from the 
colon is to avoid methods that will force more 
fecal toxins into the small intestine. 

Three small soapy water enemas will usually 
remove the impacted feces from the colon in 
patients with spasmodic croup. More than one- 
half pint should not be given to a child or one 
pint to an adult at one time. The elevation of 
the fountain syringe should not exceed twelve 
inches. As soon as the first enema is expelled, 
the second is given, ete. 

When the musculature of the colon is already 
incapacitated by the stretching from pocketed 
gas, laxatives or large enemas should not be 
given because the one forces, the other washes, 
additional toxins into the small intestine. 

Drugs, medicated vapors, melted butter or 
vaseline are unnecessary in the treatment of 
spasmodic croup. 

In conclusion I wish to say that there are 
toxic manifestations other than spasmodic croup 
which seem to me frequently to be. due to the 
absorption of colonic toxins from the small in- 
testine. These are nosebleed, uterine bleeding, 
eczema, bronchial asthma and an arthritis that 
is not due to ordinary focal infection, and, be- 
- cause, in my experience, these conditions respond 
more promptly and effectively to therapy that is 
directed to the colon than they do to any other 
treatment, I am led to believe that acute or 
chronic intestinal toxemia is the etiology of these 
local toxic manifestations. My belief is strength- 
ened because acetonuria is a constant clinical 
finding in patients who suffer from these condi- 
tions, and it always disappears before these local 
toxic manifestations are relieved. 

For the same reason I am assured that the 
symptoms that have been ascribed to acidosis are 
general toxic manifestations of acute intestinal 
toxemia ; that is to say, that upon the amount or 
degree of toxicity of the colon toxins absorbed 


from the small intestine depends the severity 
of the symptoms. When virulent colonic toxins 
are thrust into the small intestine from the colon, 
convulsions, coma or sudden death result. 


SUMMARY 


The object in writing this paper upon spas- 
modie croup is to introduce a subject that is of 
vital importance, namely the etiology of intes- 
tinal toxemia. 

It seems to me that the medical profession 
should be taught to treat an incompetent ileo- 
cecal valve with care. It is a simple matter to 
order a laxative to a two-year-old child with 
fever, acetonuria and other clinical findings, but 
it is not a simple matter to save its life six 
hours later when it is overwhelmed from the 
absorption of virulent colonic toxins that have 
been forced into the small intestine by a laxative. 

The data obtained by x-raying the colons of 
many adults and the clinical and therapeutic 
data secured by treating successfully many chil- 
dren and adults with acidosis gave me the clue 
to the treatment of spasmodic croup and other 
local toxic manifestations that are mentioned in 
this paper. 

Acidosis causes the death of fifty thousand 
young children of the United States each year. 
Forty thousand of these deaths can be pre- 
vented when general practitioners know how to 
remove the contributory causes of spasmodic 
croup. The history, symptoms, clinical, x-ray, 
differential and pathological findings, and the 
therapeutic response that is obtained by the re- 
moval of the contributory cause, namely, im- 
pacted feces in the colon, seem to me to warrant 
the. statement that the absorption of colonic 
toxins from the small intestine causes toxic mani- 
festations within the body that are either local 
or general. 

It seems to me that it is as important for the 
medical profession to know the status quo of 
man’s ileocecal valve as it is for it to know the 
status quo of his tonsils, teeth or sinuses, and 
furthermore, that it is as important for it to 
know how to diagnose and treat an incompetent 
ileocecal valve or its complications, as it is to 
know how to diagnose and treat an infected 
sinus or its complications. 

In my practice I have based the treatment of 
acidosis upon the clinical findings in the colon 
and the chemical findings in the urine, and I 
have found that the therapeutic response was 
as prompt and startling as that obtained by the 
treatment herein outlined for spasmodic croup. 


i 

| 


MEDICAL HISTORY—BOYES 


N. E. J. of M 
February 26, 1931 


MEDICAL 


BY JOSEPH H. 


N October 1708 two small sturdy vessels, the 

Duke and Duchess by name, set out from Bris- 
tol bound for the South Seas. The company 
consisted of Captain Woodes-Rogers, afterward 
Governor of the Bahamas, as commander; Wil- 
liam Dampier, a former pirate and buccaneer, 
as pilot; and, as third in command, one Thomas 
Dover. The latter, as one of the organizers 
of the expedition and a large contributor to the 
common fund, had been made a captain and 
president of the council. Dover’s name is fa- 
miliar to all of us, yet we do not recall him as 
a navigator, but rather as the compounder of 
that well-known powder—pulvis ipecacuanhae 
compositus. 

The Duke and Duchess had been outfitted at 
Bristol by a group of men among whom, in ad- 
dition to those mentioned above, were Alderman 
Bachelor and Sir John Hawkins. The aim of 
the expedition was, of course, to make money and 
there is no doubt but that it was successful, for 
we are told that on their return over £170,000 
was divided among the owners. Despite the 
Treaty of Peace between England and Spain 
in 1670, which had more or less done away with 
the legitimate piracy of the preceding forty 
years, ‘the looting of Spanish ships was still 
considered a worthy venture, and, although the 
present expedition was ostensibly an adventure- 
some affair, still the organizers must have been 
spurred on by the thoughts of Spanish gold. 


Setting out in 1708, the expedition sailed for | 


the Pacific, or South Seas as it was then known, 
and reached the western coast of South America 
in the early part of 1710. Here, one evening 
while off the coast of Chile, the island of Juan 
Fernandez was sighted and a landing attempted. 
Coming in close, however, a light was seen on 
the beach, and fearing this might indicate a 
Spanish garrison or a French privateer, lying 
in the cove, they put out again into open water 
and waited for daybreak. In the morning they 
found the shore deserted so Captain Dover, a 
Mr. Frye and six men put out in a small boat 
to investigate. They returned latér bringing 
with them a castaway named Alexander Sel- 
kirk. This quiet Scot had been marooned on the 
island some four years previously following an 
altercation with the captain of the Cinque-Ports, 
on which vessel he had been a sailor. This is 
the man whose life on the island provided the 
material for Defoe’s immortal story of Robin- 
son Crusoe. So Captain Dover, or Doctor Dover 
as we know him, was instrumental in bringing 


*Boyes—Surgical House Officer, Peter Bent Brigham Hospital 


1930-. For record and address of author see “This Week's 
Issue’, page 457. 


HISTORY 


DOVER’S POWDER AND ROBINSON CRUSOE 


BOYES, M.D.* 


us the hero of this delightful tale. Captain 
Rogers, in his ‘‘Cruising Voyage Round the 
World 1708-1711,’’ gives the details of the res- 
cue and Osler’ repeats it in full. Pilot Dampier 
had been on the Cinque-Ports some years prevl- 
ously and vouched for the authenticity of Sel- 
kirk’s story. The castaway’s ability as a sailor 
soon won him recognition and he was made 
mate on the Duke under Captain Rogers. 

Leaving Juan Fernandez, the expedition con- 
tinued north to Guayaquil, where, under the 
leadership of Captain Dover, a bloody assault 
was led on two of the cities. Here a great deal 
of loot was obtained, but sickness breaking out 
among the sailors, the voyage was delayed. How- 
ever, another ‘‘bloody assault’’, this time in 
the form of copious bleedings of the sick, soon 
brought them around and they sailed on up 
the coast. 

Sometime later, a ‘‘prize’’ being captured, 
and renamed the Bachelor, probably in honor of 
Alderman Bachelor, one of the outfitters of the 
expedition, Dover was placed in command. A 
versatile man this must have been to have held 
such a post in company with sailors of the type 
of Woodes-Rogers and Dampier! Continuing 
northward the fleet reached California, and from 
there sailed west to Batavia. After refitting 
their vessels, they started homeward, around 
October 1710, reaching Bristol some time the 
following year. 

Of Dover’s early life we know very little. He 
was born in Warwickshire about 1660 and re- 
ceived the degree of Bachelor of Medicine from 
Cambridge about 1683. His name, however, 
does not appear on the roll of graduates. That 
he was in some way associated with Sydenham 
we think likely, for in his later writings he often 
mentions ‘‘that good and honest man, Dr. Syden- 
ham’’, Osler’ thinks that Dover was probably 
a medical student at about the time Sydenham 
was most prominent. After obtaining his de- 
gree, he settled in Bristol and from subsequent 
accounts evidently enjoyed a thriving practice. 

In 1708, when the expedition left Bristol, 
Dover was about forty-eight years of age, and 
one would not be surprised to learn that upon 
the completion of so successful an enterprise he 
had retired. Just what he did do is not known, 
but it is very probable that he continued his 
travels, for, as we shall see later, he speaks of 
the many advantages of travel and mentions 
scenes and occurrences in other countries as if 
he had witnessed them himself. 

In 1721, however, ten years after his return, 
we find him settled in London, where he soon 


Volume 204 
Number 9 


MEDICAL HISTORY—BOYES 


441 


became a licentiate of the Royal College of 
Physicians. This more or less nominal honor 
allowed him to practise in and six miles around 
Westminster. How long he remained in London 
is doubtful, for in 1728 we find him in Glouces- 


count of the several Diseases incident to Man- 
kind, described in so plain a manner, that any 
person may know the nature of His own Dis- 
ease. Together with several remedies for each 
Distemper, faithfully set down. Designed for 
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tershire, where we know that he lived for four 
or five years. He then returned to London and 
died there, either in the latter part of 1741 or 
in the early part of 1742. 

In 1782 there appeared the first edition of his 
book entitled, ‘‘The Ancient Physician’s Legacy 
to his Country, being what he has collected him- 
self in ‘Forty-nine Years Practice: or An <Ac- 


the Use of all Private Families. By Thomas 
Dover, M.B. 1732’’ (Figure 1). Like most of 
the popular medical manuals of the time it was 
probably written in part, if not entirely, for 
mercenary reasons. This writing of essays and 
short treatises on medical subjects for popular 
consumption was a common practice of the time, 
and consequently most of the efforts were dis- 
tinctly inferior, although several still stand out 
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as noticeable achievements, such as George 
Cheyne’s ‘‘Essay on Health and Long Life.”’ 
Dover’s book became quite popular and its 
contents were the subject of discussion in all 
the coffee houses in the city. That the old man, 
past seventy when he wrote the book, still re- 
tained his love of argument is evident ’through- 
out, for he lets no opportunity escape, either 


time. Cushing? in ‘‘Dr. Garth, the Kit-Kat 
Poet’’ has given us an understanding of their 
reactions to the apothecaries’ somewhat crude 
methods 

On page 18 of the first edition appears the 
recipe for the powder, which bears his name. 
He says: ‘‘Take Opium one Ounce, Salt-Petre 
and Tartar vitriolated, each four Ounces, Ipo- 
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to criticize the apothecaries or condemn some 
act of his fellow physicians. Speaking of this, 
Osler’ says that ‘‘the spirit of the buccaneer 
was not dead in the old man, as no occasion is 
- missed either to blow his own trumpet or to tilt 
a lance at his colleagues’’. Such a statement as 
‘‘Tf traveling be necessary to make an accom- 
plished physician, I am very sure that I have 
travelled more than all the Physicians of Great 
Britain put together’’, certainly bears this out. 

Dover’s attitude toward the apothecaries was 
not a personal affair, but rather an expression 
of the feeling of many of the profession at that 


cacuana one Ounce, Liquorish one Ounce. Put 
the Salt-Petre and Tartar into a red hot Mortar, 
stirring them with a spoon till they have done 
flaming—Then powder them very fine; after 
that slice in your Opium; grind these to a Pow- 
der, and then mix the other Powders with them. 
Dose from forty to sixty or seventy Grains in 
a Glass of White-Wine Posset, going to bed.— 
Covering up warm and drinking a Quart or 
three Pints of the Posset Drink while sweat- 
in 9? 

Then follows the descriptions of some forty- 
odd diseases, each accompanied by its appropri- 
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ate remedy, the principal one of which appears 
to be quicksilver, and this in massive doses. 
Osler’ reminds us that the descriptions are very 
poor, when we consider him a student of Syden- 
ham, but since the book was so obviously writ- 
ten for the common people, and ‘‘so that any 
Person may know the Nature of his own Dis- 
ease’’, it is not surprising that the descriptions 
do not measure up to the standard one might 
expect from a student of Sydenham. 

The latter is mentioned in several places in 
the book and is evidently held in high esteem by 
the author. In the introduction, he outlines his 
plan of approach to the various diseases, and 
criticizes others for ‘‘stuffing their books with 
long and tedious prescriptions; which is little 
better than teaching us how to cure people, be- 
fore we know the nature of their distemper. 
This brings to my mind a saying of that good 
and truly honest man, Dr. Sydenham :—‘The 
pomp and dignity of the art of medicine lie 
not so much in the skilfull concoction of the 
drugs as in the cure of the disease’*’’. 

The second edition appeared in 1733, with 
minor changes, the most striking being the spell- 
ing of the author’s name as Dovar, and fol- 
lowed by the letters M.D. There was also the 
additional statement ‘‘with remarks on the 
whole by a learned physician’”’ (Figure 2). A 
copy of this edition can be found in the Lane 
Library of the Stanford Medical School. 

Six more editions were printed, the third at 
an unknown date; the fourth and fifth in 1733, 
the sixth in 1742, to which there was appended 
the Conversation of Morals of the Royal College 
of Physicians and an article on Midwifery; and 
the seventh in 1762. The eighth and, so far as 
we know, the last was printed in 1771. The 
Boston Medical Library contains copies of the 
second, fifth, sixth and seventh editions, and 
an undated copy, the title page of which is iden- 
tical with the description given by Osler? of 


*Medicae Artis, Pompa et Dignitas, non tam formularum 
Concinnitate et Elegantia, quam morborum Curatione cernitur. 


the first edition in the British Museum, with one 
exception. In this copy, the letters M.B. follow 
the name instead of the letters M.D. 

Dover’s name has come down to us connected 
with a powder when perhaps we should more 
rightly remember him as the rescuer of Robin- 
son Crusoe. Eloesser’, in an interesting article 
on buccaneer doctors, says, ‘‘Let us leave Dr. 
Dover; Captain Dover is more entertaining. 
. . » Your memory is therefore assured, Captain 
Dover, even though your powder and quicksil- 
ver, Dr. Dover, be forgotten. Robinson Crusoe, 
Defoe and Captain Woodes-Rogers have saved 
you.’’ Osler sums up the character of the man 
by saying that whatever we think of him, we 
should remember him as a man who had the 
wit, in devising a powder, to remember his mas- 
ter’s injunction, ‘‘Without opium, without 
hypnoties and the medicines made from these, 
medicine would be helpless and ecrippled*.’’ 

How, then, shall we remember Dover? As a 
buccaneer, his ability was undoubtedly greater 
than as a physician, yet in the latter rdéle, he 
devised a powder which has survived for nearly 
two centuries. Might we not, however, better 
recall him as the rescuer of Robinson Crusoe, 
the means of bringing us one of the favored 
stories of each succeeding generation? A man 
who had the love of adventure so ingrained in 
him that, at an age when most of us are look- 
ing forward to a few years of peace and com- 
fort, he organized an expedition, accompanied 
it, and led it in its battles. Such a man would, 
I am sure, much rather be remembered as Cap- 
tain Dover, Buccaneer, than as Dr. Dover, Bach- 
elor of Medicine. 
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INFLUENZA 


Perhaps no observation during the great influ- 
enza epidemic of 1918-1919 was more common than 
the familiar comment that “the flu hit the rich and 
the poor alike”. Apparently there was ample ground 
for a belief in the impartiality of the disease. Its 
widespread prevalence throughout the country, the 
frequency with which households in every social 
class were attacked, and the fact that prominent per- 
sons in every community were struck down, were 
among the outstanding, undeniable experiences in 
the epidemic. A certain consolation seemed to be af- 
forded by the thought that the pestilence was dem- 
ocratic, even in .o dreadful a sense, in its behavior. 

More detailed studies conducted by the United 
States Public Health Service indicate that like many 
conclusions based on general impressions, this ob- 


servation was true only in part. Epidemic influ- 
enza undoubtedly was very prevalent among all 
classes of persons, and its mortality toll was levied 
from the wealthy as well as from the poor. But 
when the generalization was subjected to the closer 
analysis afforded by actual records of influenza inci- 
dence in 1918 in enumerated populations, the inter- 
esting indication appeared that there were marked 
and consistent differences in its incidence—with re- 
spect both to morbidity and to mortality—among 
persons of different economic status. An association 
was manifested. Apparently the lower the economic 
level the higher was the attack rate. This relation- 
ship was found to persist even after allowance had 
been made for the influence of the factors of color, 
sex, and age, and certain other conditions.—United 
States Public Health Service. 
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RECENT PROGRESS IN PHYSIOLOGY 


BY PERCY G. STILES, PH.D * 


HE Adrenal Cortex. The presence in the 

adrenal body of two clearly differentiated 
types of tissue has long been recognized. For 
many vears facts concerning the internal ele- 
ment—the medulla—have been rapidly accumu- 
lating; much less of a concrete sort has been 
learned of the surface layer or cortex. Yet the 
opinion has gained ground that the cortex rather 
than the medulla is the part of the organ essen- 
tial to life. Very recently published observa- 
tions have made it possible to assert this in more 
definite terms. A principle has been extracted 
from the cortex which has distinctive properties 
and which can be administered after removal of 
the adrenals with the result that life is indefi- 
nitely prolonged. It is proposed to term this 
preparation cortin. 

Attention may be called specifically to the 
work done by Hartman and his collaborators’ at 
Buffalo. The hormone is extracted from the 
cortical tissue with ether; the product is nearly 
free from epinephrin. Cortin must be admin- 
istered subcutaneously to be efficacious. Given 
in this way it has a favorable influence upon the 
adrenalectomized animal within a few hours. 
The outstanding effect of adrenal deficiency is 
weakness. This is manifest not only in the neu- 
romuscular domain but also in the circulatory 
and alimentary systems. There is a marked low- 
ering of blood pressure together with gastro- 
intestinal disturbance and, presently, refusal of 
food. These symptoms in the cat agree closely 
with those of Addison’s disease in the human. 
The low blood pressure might encourage the idea 
that lack of epinephrin was responsible; it is 
clear, however, that this compound does not 
constitute a remedy while cortin does. 

Cortin prepared by Hartman’s technique has 
been used with striking benefit in a case of Ad- 
dison’s disease. The systolic blood pressure was 
raised from the extremely low level of 50 mm. to 
94 mm. in the course of 4 days. The heart rate 
in the same interval was brought from 120 down 
to 70. Growing animals are found to require a 
relatively large supply of cortin; this is con- 
sistent with the prevailing impression that the 
hormone of the cortex stimulates development. 
The amount of foreign cortex which it is neces- 
sary to extract for the maintenance of adrenalec- 
tomized cats is at present as much as 10 to 20 
grams per kilo of body weight daily. 

Vascular Changes in the Liver. Another study 
of unusual interest has lately come from the 
same laboratory as the foregoing. The authors 
(Griffith and Emery’) have investigated the 

*Stiles—Assistant Professor of Physiology, Harvard Univer- 


sity. For record and address of author see ‘‘This Week’s Issue”, 
page 457. 


factors affecting the hepatic circulation, a sub- 
ject much discussed a generation ago but rather 
singularly neglected for many years. An in- 
genious plethysmograph was used to measure 
the volume changes of the liver. Stimulation of 
the vagus has been found to have no vasomotor 
effect within the organ. Since stimulation of 
the nerve-fibers which follow the hepatic artery 
does contract the liver it may be inferred that 
the sympathetic supply has a constrictor fune- 
tion. This is confirmed by the positive results 
obtained through the splanchnies. It is shown 
by differential experiments that the constrictor 
reaction involves both the terminal branches of 
the hepatic artery and those of the portal vein. 

The liver is found to react to asphyxia by an 
intense vasoconstriction. This is primarily a 
nervous effect but reinforced by the discharge of 
epinephrin into the circulating blood. If the 
animal is in good condition a moderate hemor- 
rhage is followed by a contraction of the liver. 
The response does not occur if the hepatic plexus 
has been divided. We have here evidence to 
support the conception that the liver is a com- 
pensating feature of the circulatory system. The 
total capacity of the hepatic vessels must be 
large; if it can be reduced to an extent equal to 
the volume of blood lost the arterial pressure 
may be maintained and an adequate blood-flow 
kept up in regions where it is essential. The 
contraction of the spleen in consequence of hem- 
orrhage is familiar. In this case also the blood 
displaced from the organ circulates to good pur- 
pose elsewhere but the contractile mechanism is 
different. The smooth muscle of the spleen is so 
distributed as to squeeze the organ as a whole; 
in the liver it is the individual vessels which are 
constricted. 


Measuring the Local Circulation. Attention 
may be called to an effective technique devised 
by Blalock® to record changes from moment to 
moment in the flow to and from selected areas. 
He employs what he calls a hot wire anemometer. 
Blood or other perfusing fluid is forced from a 
container into the artery supplying the part. 
As the volume of liquid in the container is di- 
minished a current of air finds its way into the 
space above. In the path of this stream of air 
there is an extremely fine wire conducting elec- 
tricity. This wire is always relatively hot but 
its temperature is influenced by the passing air: 
the more rapid the air current the cooler the 
wire. With changes in the temperature of the 
wire there are related changes in its resistance; 
with these the amount of the electric current 
conducted is made to fluctuate and a string gal- 
vanometer indicates its rise and fall. Thus the 


Volume 204 
umber 9 


MEDICAL PROGRESS—STILES 


445 


galvanometer testifies promptly to changes in 
the rate of blood flow through the artery under 
consideration. 

A similar method is applicable to the study of 
venous outflow. If the issuing blood collects in 
a flask it drives out a stream of air which affects 
the temperature and electric resistance of a sec- 
ond hot wire. A galvanometer in this circuit 
registers the waxing and waning of the venous 
discharge. When data are obtained simultane- 
ously from the artery and vein serving a muscle 
the results are enlightening. When a perfused 
muscle is made to contract by electrical stimula- 
tion of its nerve arterial inflow is momentarily 
hindered while venous outflow is accelerated. 
During a short tetanus the circulation through 
the muscle may be quite completely blocked. 
With the onset of fatigue the vessels again admit 
increasing quantities of blood and the flow after 
activity is for some time higher than in the fore- 
period. 

It was shown that the obstruction of the cireu- 
lation in a muscle could be accounted for largely 
on mechanical grounds. Evidence for this was 
secured by applying weight to the tendons of re- 
laxed muscles; when the stretching was consid- 
erable the blood flow was in a great degree 
choked off. The question suggests itself whether 
the circulation is so seriously interfered with 
under normal conditions. The driving force 


acting within the arteries is under natural cir- 
cumstances a pulsatile one, probably peculiarly 
effective in pushing blood through the hardened 
tissue. More important may be the fact that the 


tetanus produced by faradic stimulation differs 
from that excited through the nerve-centers. In 
the first case all the fibers are in sustained con- 
traction. In the second they are likely to be 
working in shifts so that when the circulation 
is checked in some localities it may proceed 
freely at others. Ata given spot hardening and 
softening of the muscle will probably alternate 
and the passage of the blood will not be unduly 
~hampered. 

Blalock noted that when the nerve of a cu- 
rarized muscle was stimulated there was an ap- 
preciable retardation of the blood stream. This 
points to a vasoconstrictor equipment for skeletal 
muscle, something which has been called in ques- 
tion. Whether the capillaries or the arterioles 
and venules are chiefly affected is left undeter- 
mined. The degree of this effect is not great 
and we may continue to think of the muscles as 
having a vasomotor government which in the 
intact animal is mainly of the dilator type. 

Sympathetic Innervation of Skeletal Muscle. 
This is a subject concerning which contributions 
are rapidly accumulating. An interesting one 
of recent date is that of Baetjer*. Stimulation 
of the abdominal sympathetic chain in the cat 
does not evoke contractions of the leg muscles 
but it is found to modify the character of con- 
tractions produced by exciting the motor roots 
of appropriate spinal nerves. In the present in- 


stance the sympathetic appeared sometimes to 
promote and sometimes to reduce the intensity 
of the response. It was possible to recognize the 
reason for this irregularity. A reduction of per- 
formance, when obtained, was chargeable to the 
vasoconstriction observed by Blalock. Clear 
proof of this was afforded by the fact that when 
ergotoxin was employed to exclude the constric- 
tor effect the residual influence of the sympa- 
thetic was invariably to reinforce muscular 
activity. 

Baetjer does not attempt to define the exact 
means by which the sympathetic may exert this 
power. She feels that certain factors may be 
excluded: we do not have to do here with a 
hormone action nor with a vasodilator phenome- 
non. Apparently the influence is brought to 
bear directly to modify the metabolism of the 
muscle protoplasm. All that is in evidence 
seems consistent with the conception of Orbeli: 
that it is the function of the sympathetic to bring 
about recuperative processes with the result that 
the most liberal provision shall be made for the 
demands of the motor centers. 

Varying Frequency of Stimulation. A curious 
observation is reported by Davis and Davis’. 
They have shown that a muscle may be stimu- 
lated by rapidly repeated electric shocks applied 
to its nerve and that when a measure of fatigue 
has developed as shown by the declining height 
of contraction an actual improvement may fol- 
low a slowing of the stimulation rhythm. This 
paradoxical result is referred by the investi- 
gators to what is known as the ‘‘refractory pe- 
riod’’, After each effective stimulus a muscle 
fiber is for a very brief interval incapable of a 
fresh response. Following this—the ‘‘absolute 
refractory period’’—there is a brief time during 
which irritability and contractile capacity are 
returning to normal. This is the ‘‘relative re- 
fractory period’’. 

Davis and Davis suggest that extension of the 
refractory condition is a characteristic of fa- 
tigue. Supposing this to be the case, rapidly 
repeated stimuli will take effect on the muscle 
before its recovery process has gone to its limit. 
If, now, the stimuli are separated by longer in- 
tervals the muscle will profit by the extra time 
afforded for recuperation. The individual reac- 
tions by which the energy for contraction is re- 
leased will gain in intensity. So long as these 
‘‘explosions’’ are not too infrequent for the 
maintenance of a smooth tetanus a favorable 
result will follow the slowing of the rhythm. 

Holding the Breath. Schneider*® presents 
many facts of the greatest interest concerning 
this seemingly simple matter. It is by no means 
SO easy as one might anticipate to fix upon the 
factors which set limits to the persistence of the 
subject. A large allowance for individual psy- 
chology seems to be in order. So far as chemical 
changes in the blood are involved, increase of 
carbon dioxide more distinctly than lack of oxy- 
gen is held to contribute to the stimulus which 
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compels the resumption of breathing. Yet pre- 
liminary inhalation of oxygen generally prolongs 
the period of suspension. On the other hand 
Schneider has found that the breath can be held 
just about as long after. breathing an atmosphere 
containing half the normal oxygen percentage 
as after breathing ordinary air. The trials with 
low oxygen led sometimes to loss of conscious- 


ness. 

When the breath is held without previous 
manoeuvres of any kind the ‘‘breaking point’’ 
may be reached in 30 seconds or, in some cases, 
it may be postponed for 2 minutes. After forced 
breathing and deep inhalation of oxygen records 
of 14 or 15 minutes have been attained. Such 
an arrest of pulmonary ventilation presents ex- 
traordinary features. At the outset the lungs 
may contain four or five liters of oxygen. From 
such a stock the needs of the body for the time 
indicated may be fairly satisfied. So long as 
the oxygen supply is ample the accumulation of 
lactic acid in the system may be prevented. The 
surprising thing is the toleration of two liters or 
more of carbon dioxide which must have been 
generated by the current metabolism. At the 
last this quantity of the gas is partitioned be- 
tween the tissues and air in the lungs. 

Shivering. The central sources of this fa- 
miliar reaction have been investigated by Dwor- 
kin’. When developed in full intensity shiver- 
ing is a form of activity involving most or all of 
the skeletal muscles. The impression conveyed 
is that of a process having a rhythmic character 
and a frequency of about 8 to 12 per second. 
Its most obvious utility is connected with the 
liberation of heat to maintain the normal tem- 
perature of the body when external cold tends 
to depress it. Shivering is a reflex response 
when produced by the cooling of sensory endings 
in the skin; it may also be initiated by actual 
cooling of blood reaching the centers. Some- 
thing more than the spinal cord is requisite for 
typical shivering and Dworkin has sought to 
discover what parts of the brain must be intact 
if it is to occur. ? 

The animals used in these experiments were 
rabbits. After various transections of the brain- 
stem their capacity for shivering was tested by 
exposing them to cold. Neither the cerebral 
hemispheres nor the cerebellum were found es- 
sential to the action. The level most closely 
associated with temperature regulation is the 
short segment known as the diencephalon. This 
may be destroyed without abolishing the power 
to shiver. As*the medulla is sectioned serially 
from before backward shivering becomes less vig- 
orous and comes to have a local rather than uni- 
versal distribution; its latest traces disappear 
only when the axis is cut down to the level of 


the calamus. The centers which govern shiver- 
ing are thus shown to be rather diffuse and in 
the normal animal they are probably codrdinated 
for service by a superior presiding center in 
the diencephalon. 

The Pericardium. Tradition holds that this 
stout envelope enclosing the heart constitutes a 
safety mechanism through the firm support it 
may render to the dilated organ. There has 
been some disposition to doubt the correctness 
of the inference. Van Liere and Crisler® sub- 
mit evidence that the pericardium may func- 
tion in just this way. Using x-ray methods they 
have compared in dogs the maximum size at- 
tained by the heart when inhibited by the vagus 
(a) when the pericardium was intact and (b) 
when it had been laid open. In all cases the 
dilation was greater after the loss of the sac. 
Though the difference was not large it was al- 
ways observed and justifies the conclusion that 
the pericardium does set a mechanical limit to 
the enlargement of the ventricles. 

The Venom of the Honey Bee. Essex, Marko- 
witz and Mann® of the Mayo Foundation have 
made a study of this secretion. They obtained 
it in quantity by chilling large numbers of bees, 
tearing out the poison glands and extracting 
with Ringer-Locke’s solution and glycerin. The 
product was found to lower the blood pressure 
in animals receiving it by intravenous injection. 
This effect, which may be profound, seems in 
part to be referable to depression of the heart 
but also to an increase of capillary permeability 
permitting escape of plasma into the muscles. 
Properties resembling those of histamine are 
suggested. The venom is a strong excitant of 
smooth muscle producing bronchial occlusion 
and death in the guinea pig. It is also a potent 
hemolytic agent. 

The poison of the bee resembles closely the 
venom of the rattlesnake. In fact there seems 
to be no biological test by which the two can 
be distinguished. If the active principle is real- 
ly the same in both, the coincidence is a remark- 
able one. The insect and the reptile are figured 
as belonging to remote branches of the evolu- 
tionary tree. It is strange to think that after 
ages of total separation and the attainment of 
utterly different types of organization the cells 
of the two may now be elaborating an identical 
product. 
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CASE 17091 


EDEMA OF THE FACE AND PROFOUND 
GENERAL WEAKNESS 


MepIcaL DEPARTMENT 


An unmarried American teacher fifty-six 
years old entered August 19 for study. The 
chief complaints were stiffness in the joints, dif. 
ficulty in respiration, palpitation of the heart 
and eczema of nineteen months’ duration. 

Two and a half years before admission she no- 
ticed slight shortness of breath. With the onset 
of this she had edema of the eyes and face which 
lasted a year and a half. At the onset she also 
noticed rough reddened areas on the elbows and 
knees which spread down to the hands and feet. 
After medical treatment this cleared up, but re- 
appeared in a worse form the next winter. The 
skin of the hands and fingers cracked and her 
feet were sore. Sometimes her whole body 
itched. The condition did not clear up under 
treatment but continued until the summer be- 
fore admission. Since the onset she had re- 
duced her fat intake and thought this had helped 
her general condition. For two years she had 
had occasional palpitation, most noticeable after 
a heavy meal or after walking. Twenty months 
before admission she noticed stiffness in the 
proximal phalangeal finger joints and _ five 
months later in her knees, feet and ankles. A 
year before admission she had her tonsils out and 
all but ten teeth extracted. Following that the 
condition improved. For the past year she had 
had no edema of the face and eyes. For a year 
she had had crusting and obstructions in her 
nose, making respiration difficult. Eight months 
before admission she could not walk over two 
blocks. For eight months her voice had been 
getting coarser and lower. For six months she 
had had edema of the ankles after walking, dis- 
appearing overnight. At admission her throat 
felt filled up, especially in the evening, when she 
coughed up much white stringy material. She 
breathed harder when lying down, but used only 
one pillow at night. She urinated once an hour 
by day and twice a week had nocturia. She 
thought the knees and feet had grown no worse, 
but the hands were a little stiffer. She could not 
close them, but could move her ankles and toes. 
Thereswas infrequent aching in the wrists and 
ankles. Her knees hurt when she got up in the 
. morning. There was slight tenderness in the 


shoulders and back. She could not hold her 
head up straight. She had lost 50 pounds in the 
past three years, 15 pounds in the past year. 

Her father died at seventy of myocarditis. 
Her mother had tuberculosis in girlhood but died 
at sixty-five of an accident. 


The past history is negative except for some 
gas in the stomach and much in the intestine, 
and some throat trouble which stopped with the 
tonsillectomy. Feeling was decreased in her fin- 
gertips. 

A report from a hospital at which the patient 
had been treated a year before admission notes 
that at that time she placed the onset of her 
symptoms in the following order: first eczema, 
immediately following the onset of this loss of 
weight, and soon after this development of ar- 
thritis of the lower extremities and the hands. 
She also complained of dyspnea and palpitation 
on slight exertion for the past few months. Fif- 
teen teeth had been removed before she came to 
the hospital. During her stay in the hospital 
her basal metabolic rate was plus 16. X-rays 
showed the sinuses to be clear. A barium enema 
showed incompetency of the ileocecal valve and 
a smooth colon. After evacuation the terminal 
ileum contained considerable barium. The prox- 
imal colon was retracted, the distal colon ribbon- 
like. She was placed upon bowel management 
and improved markedly. The following Febru- 
ary she returned complaining of dyspnea, pal- 
pitation and some cough. Her pulse rate was 
100, her blood pressure 110/80. Her heart was 
not enlarged. The sounds were normal, the 
action rapid. In the right posterior chest there 
was an area of dullness with bronchial breath- 
ing, increased vocal fremitus and many sticky 
rales. X-ray showed the lineal markings in the 
lower lobes dense and distorted. There was 
fibrosis along even the finer divisions and a mod- 
erate amount of beading in both the upper and 
the lower lobes. Around each hilum there was 
considerable fibrosis. There was a_ small 
amount of haze in the right lung. Behind the 
cartilaginous portion, which had become fairly 
well ossified, of the first, second and third ribs 
there was a moderately dense triangular shadow 
to the right of the tracheal shadow. This did not 
look like a new growth, but seemed to be due to 
fibrosis in the mediastinum and to widened aorta. 
She was placed upon digitalis and rest. Since 
that time she had returned to the hospital twice, 
with her symptoms almost unimproved, as it 
was very difficult to get her to take any rest. 

Clinical examination showed a well nourished 
woman with evidence of loss of weight. The skin 
on the fingers and toes was cold, red and shiny 
with occasional cracks. There was scaling of the 
shins. The gums showed pyorrhea. The spine 
showed a marked forward curve in the dorsal 
region. The right clavicle was prominent. Chest 
expansion was limited. The apex impulse of the 
heart was not seen or felt. The action was regu- 
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lar. The sounds were of fair quality. There 
~ were no murmurs or thrills. The pulmonic sec- 
ond was greater than the aortic second and flap- 
ping. The pulses and arteries were normal. The 
supracardiac dullness was 74% centimeters. The 
blood pressure was 110/60. The chest was very 
resonant. The lung signs were as shown in the 
diagram. The liver edge was just felt, not 
tender. The joints of the fingers and wrists 


were swollen. She was unable to flex or extend 
the fingers or wrists fully. There was no visible 
or palpable swelling or limitation of motion in 
the knees. The pupils were slightly irregular and 
reacted sluggishly. The reflexes were normal. 
The amount of urine was 36 to 92 ounees, the 
specific gravity 1.020 to 1.024. Three examina- 
tions showed no albumin. One specimen of sed- 
iment showed 2 to 3 leukocytes per field. The 
renal function was 25 to 20 per cent. Blood 
examination showed 12,300 to 8,100 leukoeytes, 
77 to 74 per cent polynuclears, myelocytes 
3 (?) per cent at one of three counts, hemoglobin 
80 to 75 per eent, reds 4,520,000 to 4,730,000, 
slight achromia in all of three smears, slight 
variation in size in two, platelets normal. The 
non-protein nitrogen was 32 milligrams. The 
blood calcium was 10 milligrams, the urie acid 
2.7 milligrams. Five stool examinations showed 
no macroscopic or microscopic blood. 
The temperature was 97.5° to 99.8°. The 
- was 70 to 116. The respirations were 20 to 
X-ray examination showed the diaphragm un- 
usually high on both sides. The heart lay hor- 
izontally in the chest. The measurements were 
therefore unsatisfactory. The heart did not how- 
ever appear definitely enlarged. There was con- 
siderable increase in the width and density of 
the hilus shadows and larger lung markings. The 
lung fields were otherwise clear. The high posi- 
tion of the diaphragm on the left appeared to be 
due to dilatation of the stomach with a large 
amount of gas in the fundus. The possibility of 
a disease below the diaphragm on the right side 
was suggested. The appearance of the lung fields 
was thought. probably to be due to compression 
of the lungs. The sinuses were clear. The kid- 
ney outlines appeared normal. Overlying the 
fourth and fifth lumbar vertebrae and the sa- 
erum were several dense irregular shadows 
thought to represent calcified masses of tubercu- 


lous origin. The dorsal spine showed slight pro- 
liferative changes at the margins of the verte- 
brae in the middorsal region. A later fluoroscop- 
i¢ examination of the chest showed the dia- 
phragm still high and limited in excursion. There 
was no definite pathology in the lung fields. A 
second fluoroscopic examination again showed 
the diaphragm high, with practically no down- 
ward excursion with inspiration but a fairly 
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good upward movement with expiration. The 
total excursion of the diaphragm with forced 
breathing was about one inch. During quiet 
breathing there was fair motion on the left, very 
little if any on the right. There were enlarged 
dense glands at both lung roots and irregular 
thickening extending outward from the lung 
roots along the course of the descending bronchi, 
more marked on the right. There was no posi- 
tive evidence of solidification, although the high 
position of the diaphragm might have obscured 
a considerable process. After seeing the patient 
the roentgenologist was inclined to think that the 
high position of the diaphragm was due in part 
at least to the formation of the chest. 

A throat consultant found no sinusitis, a devi- 
ated septum, very mild chronic rhinitis, a clean 
tonsillectomy and a suspicious molar. 

The patient’s general weakness did not im- 
prove with rest. September 9 she was discharged 
unrelieved. | 

After leaving the Baker the patient was not 
seen until December 12. For the past week she 
had been too weak to go downstairs to meals. She 
had no other complaint except great loss of 
strength. Her voice was still hoarse. On sitting 
in a chair she supported her head in her hands, 
the elbows resting on her knees. Her appearance 
in general was not changed. Temperature 98°, 
respirations 30. The lungs showed bronchial 
breathing from the spinal scapula to the base on 
the right side without rales. The apex of the 
heart could not be felt. The percussion outline 
of the left border could not be determined on 
account of gas in the stomach. The blood pres- 
sure was 125/95. The rest of the examination 
was negative. 

On December 25 at the beginning of the exam- 
ination she had involuntary movement of both 
urine and feces. She showed the same signs in 
the right lung and now bronchial breathing in 
the region of the angle of the scapula on the left 
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side without rales. Her pulse was 100, her tem- 
perature 98°. The respirations were 35 per 
minute. She had no jaundice or cyanosis. The 
abdomen was negative. 

About noon on December 25 she suddenly be- 
came cyanotic and had to lie down. There was 
no history of pain or acute distress of any char- 
acter. When seen at half-past five she was in a 
state of collapse, extremely cyanotic, breathing 
54 times a minute. The pulse could not be ob- 
tained at the wrist. The blood pressure was 
70/40. She was rational and remained so until 
her death at eight o’clock that night. 


CLINICAL DISCUSSION 


BY RICHARD C. CABOT, M.D., GEORGE W. HOLMES, 
M.D., ARLIE V. BOCK, M.D., AND MAURICE FRE- 
MONT-SMITH, M.D. 


NOTES ON THE HISTORY 


Dr. CaBot: I take it she did not have edema 
of the feet at the time of the onset of the illness. 

I take it she had her teeth extracted, ete., a 
year before admission on account of the joint 
stiffness. 

The first appearance of edema of the ankles 
seems to have been six months before admission, 
not in the beginning. 

Exactly why she -had nocturia on those occa- 
sions twice a week we are not informed. 

Her father died of what was then called ‘‘my- 
ocarditis’’. 

Everything in the history would go to suggest 
that if there is anything wrong at all the basal 
metabolic rate should be plus. 

Neither incompetency of the ileocecal valve 
ner smoothness of the colon was of any impor- 
tance, I take it, though they may have been 
thought important at that time. 

Retracted colon—ribbon-like colon—that is a 
thing on which I should like to get a great deal 
more instruction from the x-ray man. Do you 
suppose he thought that was within physiologi- 
cal limits? 

Dr. Hotmes: That sometimes occurs in coli- 
tis. In our clinic we do not think it sufficient 
evidence on which to make a diagnosis on, how- 
ever. 

Dr. CaBot: Let us sum up our impressions 
from the history. Arthritis seems to trouble 
her more than anything else. It seems to be of 
the chronic type, though we have no idea yet 
what the bones will show at x-ray. At her age 
it is more likely to be the hypertrophic or, less 
often, the infectious type, not the atrophic type 
which is usually seen in younger people. There 
is also a certain amount of skin trouble which 
has no connection with death, probably, and 
which I do not know how to say anything in par- 
ticular about as we put together the facts of 
the case. There is some cardiae trouble, dysp- 
nea, some orthopnea and palpitation which may 
possibly be due to lung trouble or to the car- 


diae trouble itself. Then I suppose in the x-ray 
report of this hospital in which she was treated 
before coming here there is a good deal to sug- 
gest bronchiectasis or chronic bronchopulmo- 
nary inflammation rather than tuberculosis, even 
though her family history contains a case of 
tuberculosis to which she may or may not have 
been exposed. We are not told the essential fact 
of exposure, which is so apt to be left out of fam- 
ily histories. 

The edema does not seem until recently to be 
of the cardiac type. One wonders whether it is 
nephritic, or in some way connected with the 
skin trouble, but neither of those things seems 
probable and I do not know why she had that 
edema of the face. I hope something will be re- 
vealed later. I do not see anything in the ease 
so far that would lead us to suspect that she was 
going to die. It looked like a chronic, not very 
severe type of illness when she entered this hos- 
pital. 

NOTES ON THE PHYSICAL EXAMINATION 


The sealing of the shins does not in any way 
suggest pellagra. Eczema, which means a skin 
disease of unknown or various cause, is very com- 
mon and often intractable. 

The heart may be enlarged. We have no data 
yet on that. <A ‘‘flapping’’ aortic second does 
not convey anything to me. But so far there is 
no evidence of serious cardiac disease. 

Whether the signs at the right pulmonary 
apex are significant or not I do not know. That 
is a place where people often record signs and 
nothing is found post mortem. If they were in 
the other apex we shéuld take much more inter- 
est in them. The signs in the right back cannot 
possibly be normal. That is pathologie and 
means a chronic inflammatory process, presuma- 
bly in the lung, possibly tuberculous but much 
more probably not tuberculous. Both of those 
areas in the back being at the bases might be 
affected by the high diaphragm and the big liver. 
Until we know more about that I do not think we 
can be sure what they mean. 

She seems to be tender over the sacrum and 
the region over the sacro-iliae joint, but I doubt 
whether that has any particular importance in 
the case. 

We have not at all a full description of the 
joints. We are trying to make out what type of 
arthritis it is. I take it we shall find x-ray evi- 
dence that will be even more important. 

The amount of urine tends towards an in- 
crease. 

I should say the blood is essentially normal. 
There is no _ important abnormality, the 
achromia, if it is true, being the most important 
thing. It is especially stated to be slight. 

The non-protein nitrogen does not show 
enough elevation to be of any significance, and 
gives us a totally good bill of health so far as 
the kidneys are concerned. 

Dr. Bock: The blood calcium is normal. 
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Dr. Casor: Then we have nothing up to the 
x-ray examination that suggests serious illness 
of any sort. If we were given these facts at 
the time we should say she might live ten to 
twenty years. The heart and kidneys do not 
seem to be much affected. That place at the 
base of the right lung is the one about which to 
be the most anxious. Aside from that there 
seems to be extraordinarily little, though we hap- 
pen to have the knowledge here that she is go- 
ing to die. 

Dr. Bock: The history is not quite fair be- 
cause of the lack of emphasis on the story of 
weakness and loss of weight. In seeing her one 
had quite a different impression. 

Dr. Casot: Muscular weakness and loss of 
weight which we have not yet accounted for 
might change the clinical impression. 

The high diaphragm may account for a great 
deal of what is figured in the lung. 

The x-ray men made nothing of that area at 
the right base. I do not see how we can put 
much stress upon it if the x-ray men cannot 
even see it. So I should say we should wipe 
that off the score. There is nothing of immediate 
importance in the lung. They thought the con- 
dition was due to compression, that is they con- 
nected it with the high diaphragm, as we had 
conjectured. 

I suppose the masses overlying the sacrum 
were supposed to have originated in vertebral 
tuberculosis with perispinal abscesses which 
later calcified. I take it this is much too low 
to represent anything else. I do not suppose 
it could have anything to do with the kidneys. 

Dr. Fremont-SmitH: The glands perhaps. 

Dr. Casot: Conceivably. But I never heard 
anyone talk about calcified glands in that way. 
Calcified glands are smaller than one would 
represent by the word ‘‘masses’’. Isn’t that 
your experience ? 

Dr. Fremont-SMiTH: Yes. 

Dr. Casot: You remember in the x-ray taken 
at the other hospital of the patient sitting up 
there was a triangular shadow up here in the 
chest. Our x-ray people apparently did not find 
that at all. Of course we rely on our x-ray peo- 


ple. 

The dorsal spine showed hypertrophic arthri- 
tis. There may be another kind of process in 
the peripheral joints, but we have a right to 
guess that it is the same process elsewhere un- 
til we hear to the contrary. 

If we stop to ask what gave the limitation 
of the excursion of the diaphragm, we think of 
two causes. The commonest cause would be 
emphysema. It is only by the x-ray appear- 
ances of the lungs that we can diagnose em- 
physema. The other possibility would be spinal 
disease with such ankylosis that the ribs do not 
go up and down properly. 

I did not know a high diaphragm could ob- 
scure a process. 


Dr. Bock: Dr. Holmes thought the lung 
process might be behind the dome. 

Dr. Casor: After leaving the hospital the 
patient was not seen until three months later. 
The lung signs at that time were on the right 
side, the same place we were interested in be- 
fore, you remember. 

The increased loss of strength of which Dr. 
Bock spoke before comes out in this record, and 
that disease process at the right base. Other- 
wise there is not much that is new. 

Is there anything more, Dr. Bock, that we 
have a right to know before discussion ? 

Dr. Bock: I think that covers it quite well. 


DIFFERENTIAL DIAGNOSIS 


Dr. Casot: We have a patient with an ap- 
parently normal heart, normal kidneys, no ob- 
vious sign of acute infection, something queer 
at the base of the right lung, chronic arthritis 
which we cannot suppose has any particular 
connection with her death, eczema which she has 
from time to time, and now very marked loss of 
weight and strength. The cardiac failure does 
not incriminate the heart in any way. It might 
be the terminal stage of almost any disease. I 
must say that is a very puzzling case. 

When we hear a patient complain especially 
of loss of strength and low blood pressure we 
think at once of Addison’s disease. There is 
nothing said in regard to pigmentation of the 
skin. That is not absolutely necessary to Ad- 
dison’s disease. She has a tuberculous history 
and some evidence of what the roentgenologists 
thought was the remains of an old tuberculosis 
that might have started in the spine. Might 
this be Addison’s disease? Yes. But that is a 
disease which we are not at all sure of unless 
there is pigmentation in the mouth as well as 
of the skin. She has not had the fainting at- 
tacks or the gastric attacks that go with Addi- 
son’s disease. She really has not had a very 
low blood pressure until close to death. On the 
whole, the evidence for Addison’s disease is 
rather feeble. I do not believe she has it, but 
I cannot exclude it. All we have is loss of 
weight and strength and a few rather low blood 
pressures. That is not much. 

What else may have started from the 
‘‘masses’’ the x-ray man saw down by the 
sacrum and the lowest lumbar vertebrae? Sup- 
pose she had an old spinal tuberculosis. Could 
she be dying of that now? Only in case it has 
become miliary. Is there any good evidence of 
that? I do not see it. It has to be confessed 
that there are cases of miliary tuberculosis that 
do not show much evidence. We are not looking 
for much. But generally if we can make the 
diagnosis at all we have more evidence than this. 
She ought to have had fever at some time. She 
never did, apparently. There was some dis- 
ease process perhaps at the base of that right 
lung, but not enough to die from, so far as I 
know, whatever its cause. 
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Could she have had malignant disease some- 
where from which she lost weight and strength 
and finally died? One never is at all happy in 
making that diagnosis unless one can put it in 
some particular organ. I cannot see where to 
put it. In the lung? No. I never heard of 
malignant disease in that portion of the lungs. 
She did not have enough of it in the absence 
of signs of pressure on any other organs to cause 
death. In the bone marrow? I do not know 
how anybody can deny it. But there is no evi- 


dence of it in the blood or anything else. Some-| br 


body thought he saw a few myelocytes. We can 
usually see them if we have them. It all de- 
pends on the eagerness of the investigator. 
There is not nearly enough here to incriminate 
the bone marrow. 

I have mentioned all the things I can think 
of and none of them seems to be probable. Can 
any of you suggest something ? 

A Stupent: I do not see how you can rule 
out chronic pulmonary tuberculosis. 

Dr. Casot: I do not believe she died of that. 
Chronic pulmonary tuberculosis almost always 
shows some signs higher up in the lungs. 
Then she ought to have fever and sputum. It 
seems to me that in the absence of better signs 
we ought to stick to the evidence of our x-ray. 
Chronic pulmonary tuberculosis can be ruled out 
as a cause of death, though not as an incidental 
harmless finding. 

A Srupent: Can you rule out substernal 
carcinoma of the thyroid? 

Dr. Casot: That is a good suggestion. I do 
not know whether they looked at her in an 
oblique position. 

Dr. Bock: She was fluoroscoped in various 
positions by Dr. Holmes. 

Dr. Cazot: You.are perfectly right in bring- 
ing it up, but with this evidence I think we can 
say no. 

A StupENtT: Was there any evidence of amy- 
loid disease complicating tuberculosis? 

Dr. Casot: When we get evidence of amyloid 
disease we get it ordinarily in the kidneys, 
sometimes in the intestine. I should say no, 
we have no evidence anywhere of amyloid dis- 
ease. 

A Srupent: There was a suggestion of wide 
cupavensenne dullness. Could there be an- 
eurism ? 

Dr. Casot: The x-ray people carefully ex- 
amined that region looking for tumors. They 
did not find them, and they certainly would have 
been quick to speak about aneurism. 

A Stupent: Is hypertrophic arthritis more 
likely than atrophic? 

r. Casot: Yes, in the first place because of 
her pe and in the second place from the evi- 
dence of lipping of the spinal vertebrae. Noth- 
ing at all is said about the fingers. 

Dr. Bock: The x-rays showed very little ex- 
cept slight symmetrical enlargement of the 
joints. 


A Stupent: Are gradual hoarseness and ac- 
cumulation of sputum and enlarged dense hilus 
shadows evidence of pneumonia? 

Dr. Casot: I should not say so. 

A Stupent: What was the condition of her 
lungs at death? 

Dr. Casot: Chronic pulmonary infection, 
meaning chronic br onary disease 
without tuberculosis, such as we often used to 
eall bronchiectasis. There was a certain amount 
of thickening around the bronchi, called chronic 
I suppose, originally. 

Dr. FrREMONT-SMITH: Don’t you think that 
we are taking too lightly the fact that bronchial 
breathing was heard? It seems to me that this 
finding at one base must mean something we do 
not get with the ordinary high diaphragm. It 
has to be pretty marked to give bronchial breath- 
ing. Could she have had bronchogenic carci- 
noma shutting off a lower lobe and causing 
atelectasis there? Of course she has not had 
hemoptysis and sputum. The hoarseness, how- 
ever, is suggestive. I should not feel satisfied 
that she did not have carcinoma of the bronchus. 

Dr. Casot: I do not happen to have seen 
carcinoma of the bronchus show itself only in 
such a low position. The high diaphragm is 
giving all sorts of trouble in studying that area. 
I probably have not been intelligent enough in 
the analysis of what is going on in the base 
of that right lung. Let us go through the 
chronic diseases it might be. . Could it be tu- 
berculosis? I should say that could not very 
well kill her, because we have no evidence of 
a miliary process. Could it be abscess? It is 
very unlikely to have been there as long as the 
signs have been there, yet never communicated 
itself to the bronchus and showed itself in the 
sputum. I do not know anything else left ex- 
cept carcinoma. I think Dr. Fremont-Smith’s 
suggestion about that is perhaps better than any- 
thing else I can think of. It is probably more 
like that than anything else. 

A StupEent: Could the hoarseness be due to 
involvement of the phrenic nerve? 

Casot: I do not know. I should doubt 
it. We have no laryngoscopie examination. 

Dr. Bock: The larynx was noted as normal. 
We did consider the question of primary car- 
cinoma of the bronchus. We did not have a 
bronchoscopy. She was too sick. I think the 
signs were consistent with collapse of the right 
lower lobe. 

Dr. Casot: Dr. Bock, who saw this patient 
then, has the same suggestion that Dr. Fremont- 
Smith has, that this might be carcinoma of the 
bronchus. I think his judgment was excellent 
in not having this patient bronchoscoped. 
Bronchoscopy is a very exhausting procedure 
and there was not enough chance of its doing any 
good here to make it justifiable. 

I should think we might hear now, Dr. Mal- 
lory, what diagnosis they sent down to you. 

Dr. Tracy B. Mautuory: Hypertrophic arthri- 
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tis, arteriosclerotic heart disease and a question 
of myasthenia gravis or Addison’s disease. 

Dr. Cazot: The first two of those she cer- 
tainly could not have died from. I do not know 
enough about myasthenia gravis to say anything 
in particular. They apparently did not think 
of carcinoma of the bronchus. I do not know 
what she died of unless it was of carcinoma of 
the . bronchus. 

Dr. Bock: The queer thing to me about it, 
aside from the weakness and loss of weight, 
was the fact of the high diaphragm and the 
typical bronchial breathing at the right base 
throughout. We have the high diaphragm for 
which there is no adequate explanation. The 
question as to whether there might be some kind 
of neurogenic background, carcinoma of the 
lung, or a subdiaphragmatie lesion producing 
elevation of the diaphragm had to be consid- 
ered. If the weakness had been due to arterio- 
sclerotic heart disease and gradual failure I 
should have anticipated that the diaphragm 
would be down as an accompaniment of emphy- 
sema. We are left without an explanation aside 
from some peculiar involvement such as one 
might conceive of in the: border-line types of 
myasthenia gravis, although I have not seen any 
such condition. 

Dr. Casot: The carcinoma, if she had it, 
would cause high diaphragm. 

Dr: Mauiory: But only unilaterally. 

Dr. Bock: In the beginning the right dia- 
phragm principally was elevated, but gradually 
the same thing occurred on the other side. 

Dr. Casot: It is hard to see how both sides 
could have been high if it was the bronchial ob- 
struction and pulmonary collapse that ‘pro- 
duced it. 

Dr. FrEMont-SMITH : 
tests done? 

Dr. Bock: They were not done. 


Were there any creatin 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Hypertensive heart disease. 
Myasthenia gravis? 
Hypertrophic arthritis. 


DR. RICHARD C. CABOT’S DIAGNOSES 
No sufficient cause of death found. 


Chronie bronchopulmonary suppuration. 
Carcinoma of a bronchus? 


ANATOMIC DIAGNOSES 


_Arteriosclerosis. 

_ Hypertrophy of the heart. 
Ganglion neuroma of the left adrenal. 
Hypertrophic arthritis of the spine. 

Chronic passive congestion, slight. 


Discussion 


Dr. Matuory: I do not know what she died 
of. “I have seen comparatively few cases which 


showed such extensive signs clinically and so 


little at autopsy. There was obvious hypertroph- 
ic arthritis of the spine. The heart was defi- 
nitely enlarged, 420 grams. There was a mod- 
erate amount of arteriosclerosis. But the coro- 
naries were not narrowed at all. The diaphragm 
was extremely high on both sides. I measured it 
as at the level of the third rib on the right—the 
fifth is about the average—and at the level of 
the third interspace on the left. I have no ex- 
planation for this that seems entirely satisfac- 
tory. The lungs were perfectly normal; there 
was no collapse or consolidation, and the bronchi 
were not dilated. The bronchial glands were 
moderately enlarged. She did have a most un- 
usual shaped thorax. In the average woman the 
apices of the pleural cavities are rather narrow. 
In her they were broad. They did not taper off 
at all, but were almost the same diameter all 
the way up. I think that was what Dr. Holmes 
meant. when he said the high diaphragm might 
be due to the formation of the thorax. There 
seemed to be plenty of room for a pair of quite 
normal lungs above the level of the fourth rib. 

One very interesting finding, how significant I 
do not know, was a large tumor of the left adre- 
nal gland. The right adrenal was perfectly neg- 
ative. Addison’s disease has been reported with- 
out destruction of either adrenal. The presence 
of a destructive lesion in one of the glands makes 
us think more seriously of it, but there is no pos- 
sible way of proving it. The adrenal tumor, 
which in gross looked like a fibroma, turned out 
to be of a very rare type known as a ganglion 
neuroma. It consists of nerve cells embedded in 
a mass of nerve fibers chiefly non-myelinated, 
though a few show well-developed myeline 
sheaths. Myasthenia gravis we cannot rule out, 
though the lymphoid infiltration of the muscles 
and the thymic enlargement which some cases of 
myasthenia show were not present. 

Dr. Casor: And you cannot rule out Addi- 
son’s disease. She certainly had some diminu- 
tion of adrenal power. 

Dr. FREMONT-SMITH: How do you make the 
diagnosis of myasthenia gravis pathologically ? 

Dr. Bock: They are describing in some cases 
collections of lymphocytes in the muscles and 
some changes in the basal ganglia, but these find- 
ings are not constant. So far as I can make out 
no uniform description of the findings in myas- 
thenia gravis has been made. 

Dr. FREMONT-SMITH: But is the lesion in the 
muscles or the central nervous system? 

Dr. Bock: Generally in the muscles. But 
there has been described some vague type of 
changes in the basal ganglia of the brain. What 
they are I do not know. 

Dr. CasotT: How do you feel shout this de- 
stroyed adrenal? 

Dr. Bock: I do not believe she had Addison’s 
disease. 


Dr. Mauuory: The adrenal cortex was par- 
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tially preserved. The cortex was thinned out to 
an extremely thin shell all over it. 

A Student: What were the masses in the 
sacral region ? | 

Dr. Matitory: There was nothing found to 
explain those at all. The retroperitoneal glands 
were diffusely enlarged; that is all. They were 
not calcified. 

Dr. Bock: The question of the very high dia- 
phragm, Dr. Cabot, interested me a great deal 
because usually in patients with heart disease the 
diaphragm is down instead of up. It happens 
that we have a patient under observation now 
with congestive failure, with decreased voice 
sounds, all the signs, one would say, of fluid in 
both chests. She has bilateral elevation of the 
diaphragm with no reason that I can see for it. 
I do not know how often that happens. 

Dr. Casot: This woman’s breathing was not 
bad enough by reason of restriction of the re- 
spiratory movements so that she could have died 
of that? 

Dr. Bock: Not unless it was a terminal thing. 
She was panting—a very short respiratory type 
of breathing: She was very cyanotic during the 
last eight hours. She was rational and there was 
no pain. We could not explain the cyanosis 
unless something had happened to the dia- 
phragm to encroach still more on the lung space. 

Dr. Caror: It was not anything like the re- 
spiratory paralysis of poliomyelitis? 

Dr. Bock: I do not think so. 

Dr. Casot: I should think we are still in the 
dark, as we have been all along in this ease. 


CASE 17092 


RECURRENT ATTACKS OF SEVERE 
RESPIRATORY INFECTION 


CHILDREN’s MepIcAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Harotp L. Hicarns: This patient is a 
white girl one year and four months old and an 
only child. Her father is living and well. Her 
mother has recently had frequent attacks of 
renal colic. The child has not been exposed to 
tuberculosis. 

Past history. She was breast-fed for thirteen 
gue She had always done well nutritionally. 
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and dacrocystitis following a cold, occurred 
when she was three months of age. 

Present illness. In July she was at the beach 
and was severely sunburned. Blisters formed 
which became infected. Then a crop of boils 
appeared upon her shoulders. These had hardly 
cleared up when a large furuncle appeared on 
the back of her head. This was opened by her 
physician late in August. About September 
26 another very large boil appeared between her 
shoulders. This was spoken of as a carbuncle 
in the Surgical Outpatient Department, where 
she was treated. It was much larger in extent 
and went much deeper into the tissues than the 
previous skin infections. It was incised on 
October 15. 

About October 4 the child fell on her face. 
The mother thought that this may have been 
the cause of the soreness and swelling of the 
upper jaw which became very manifest on Octo- 
ber 11. This was at the site of an erupting 
canine tooth. X-ray showed a fracture of the 
root of the left lateral upper incisor, due ap- 
parently to the trauma. The swelling soon be- 
eame black and the mucous membrane covering 
it necrotic. As the child had a fever of 102.6°, 
a rhinopharyngitis of one week’s duration, and 
as the condition in the mouth was becoming 
worse, she was admitted to the Massachusetts 
General Hospital on October 16. 

Course in the hospital. The infection between 
the shoulders healed in a few days. 

The abscess of the maxilla was opened on the 
day of admission. <A large cavity resulted in 
which accumulated a rather fetid discharge 
which was found to contain among others Vin- 
cent’s organisms. The wound did not heal 
well. Therefore irrigations were attempted, with 
distinct objeetion by the child. She cried and 
struggled whenever irrigations were done. This 
is of importance in view of the later develop- 
ments in the case. On October 26 a sequestrum 
3 centimeters long containing the tooth bud of 
the permanent incisor appeared. Following this _ 
the child’s mouth began to improve and on No- 
vember 21 was essentially well. 

On October 29 the child developed a dysen- 
tery. There were loose green stools with mucus 
and blood. There were no marked symptoms of 


only serious illness, a mild conjunctivitis ;toxicity or fever, but the child received little 
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nourishment for several days. The temperature 
remained normal. 

On Noveniber 8 she began to have a high fever 
and signs aid symptoms of pneumonia at the 
right base. X-ray examination seemed to con- 
firm the diagnosis, the report being as follows: 
‘*The findings were those of a pneumonic process 
at the right lower lobe with some easeation.’’ 
The course was that of a pneumonia. The 


temperature became normal on November 20 
and remained normal for four days. Irrigations 
of the mouth were discontinued with the first 
signs of pneumonia. 

On November 23 the child became very sick 
again with signs of pneumonia at the right 
base, the site of the previous process. The tem- 
perature was very high. On November 28 the 
temperature began to fall and remained normal 
for seven days, the chest findings rapidly clear- 


ing. 
At the time of the second attack of ‘‘pneu- 


side. 


monia’’ the child was so very sick that the 
service hesitated to send her down for x-ray 
examination; but on the twenty-eighth, the 
day the temperature began to fall, an x-ray was 
taken. Films of the chest (see illustrations) 
showed a large abscess cavity. In one film taken 
with the child lying on her side (Plate III) the 
fluid level in the cavity is very definite. It 
seemed quite certain that she had a lung abscess 


PLATE I, November 10. Suggesting pneumonia at right 


se. 
PLATE II, November 28. Demonstrating cavity in the lung 


which had recently evacuated itself into the bron 


PLATE III, November 29. Taken with child lying on its 
Fluid level in cavity is seen 


PLATE IV, December 6. The cavity has filled with fluid 
in. 


again 


which had begun to drain through the bronchi. 
In a stained smear of the sputum fusiform 
bacilli and spirochetes were found. 

On December 6 she had another similar at- 
tack of fever and respiratory difficulty. X-ray 
films then showed that the abscess cavity had 
filled up. (Plate IV.) 

On December 10 Dr. Whittemore operated 
upon the child. The abscess cavity was opened 
by resection of a rib and a drain was put in 
place. The pleura was found adherent to the 
chest wall at the site of the abscess. 
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DISCUSSION 


BY HAROLD L. HIGGINS, M.D., AND 
WYMAN WHITTEMORE, M.D. 


Dr. Hicains: This case is unusual because 
of the age of the child; she is the youngest 
child in whom we have seen lung abscess. 


It is also interesting in that the abscess was 
easily missed at first. Our diagnosis was pneu- 
monia of the right lower lobe; the symptoms, 
physical findings and x-ray picture were con- 
sistent with this diagnosis and we were misled 
for awhile. It is possible we should have con- 
tinued to be misled if the second x-ray examin- 
ation had been made before the cavity had 
emptied. 

What was the cause of the abscess? It may 
have been metastatic or due to aspiration or 
both. The child had had a number of boils. She 
had had a earbunele on her back. It is probable 
that the abscess and osteomyelitis of the jaw 
were metastatic. The trauma injured the tis- 
sue of the gums and maxilla; bacteria in the 
blood localized in this injured tissue and the 
abscess resulted. Similarly the lung abscess 
may have been metastatic. The aspiration of 
fluid while she was fighting irrigation of the 
cavity in the mouth may have set up bronchitis 
which extended to the part of the lung where a 
metastatic abscess later localized. The possi- 
bility also exists that the abscess was the direct 
result of aspiration into the lungs, independent 
of bacteremia. 

The irrigation of a child’s mouth, throat and 
nose is as a general thing to be avoided if pos- 
sible for the following reasons. If the child 
struggles, there is danger of aspiration of ma- 
terial into the lungs and the setting up of 
bronchopneumonia or possibly abscess. There 
is danger of spreading infection to the nasal 
sinuses. When a virulent streptococcus is pres- 
ent there is danger of spreading the infection to 
the nurse who is giving the irrigation or to 
others in the room. 

The treatment of a lung abscess like this is 
drainage. The intravenous injection of ars- 
phenamine is quite valuable if spirochetes and 
fusiform bacilli (Vineent’s organisms) are pres- 
ent. Apparently Vincent’s organisms, although 


secondary invaders, contribute to make the child 
sicker; and if one can overcome that source of 
infection something is being accomplished to- 
wards making the child better. 

A Puysician: What is the prognosis in this 
case ? 

Dr. Hiccins: We feel that there is an even 
chance that that abscess will heal and that the 
child will get entirely well. 

A Puysician: In how long a time? 

Dr. Hicains: It may be a matter of months 
and it may be one of weeks. 

A Puysician: What is the bacteriology ? 

Dr. Hiecins: There was no growth on cul- 
ture of the foul smelling watery material ob- 
tained from the lung at operation, but fusi- 
form bacilli and spirochetes were found on 
smear. We have no record of the organisms 
found in the skin infections. 

Dr. WHITTEMORE*: As Dr. Higgins has said, 
this case is unusual on account of the age of 


}the child. Although I have seen small children 


with abscess of the lung, yet I cannot recall one 
at this early age. On general principles the 
prognosis for cure without operation is better 
in children than in adults. Operation was nec- 
essary in this case because of the large size 
of the cavity and because there was no tendency 
towards improvement. There was nothing un- 
usual or difficult about the operation. It was 
performed under local anesthesia. There was 
a large amount of thin foul pus obtained, per- 
haps more than one had expected. The cavity 
was drained with cigarette wicks. Convalesec- 
ence was long and complicated with middle 
ears and later a temporary stoppage of drain- 
age, but the patient left the hospital with lit- 
tle discharge, no cough and a normal tempera- 
ture. The drainage must be continued for a 
number of weeks until the cavity is entirely 
healed and obliterated. 


*Dr. Whittemore’s note was added in February, nearly two 
months after the preceding discussion. 


DIAGNOSES 


Furuncles. 
Carbuncle. 

Abscess of the jaw. 
Abscess of the lung. 
Dysentery. 
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THE HALSTED TRADITION 


THE name of William S. Halsted will always 
be associated with a definite tradition in medi- 
eine, established by him in America, which has 
spread throughout the world. His influence is 
probably greater than that of any surgeon this 
country has yet produced and, in saying this, we 
are not unmindful of the great contributions to 
surgery made by other physicians. Most of 
these contributions, however, have been techni- 
cal and have not dealt with great principles such 
as those in which Halsted was interested. One 
recalls at once the pioneer work in surgery of 
men like Gilman Kimball, Ephraim McDowell, 
Nathan Smith, and the men who followed them: 
Senn, Mott, McBurney, and others familiar to 
all of us. These men were noted for their dar- 


ing and for their ability to operate, often under 
trying conditions. They all improved the tech- 
nique of surgery to a marked degree. 

On the other hand, Halsted’s chief contribu- 


tion to medicine was to change the general atti- 
tude of surgeons towards their art. Even in his 
New York days, before he went to The Johns 
Hopkins Hospital, he emphasized the principle 
of the natural defence of the tissues of the body 
and he pointed out that surgery must do nothing 
which will weaken or obstruct this natural de- 
fence. This was not Listerism; neither was it 
aseptic surgery. Lister had taught men to fear 
bacteria, both outside and within the wound; 
he tried to sterilize the area and everything 
connected with the operative procedure. Halsted, 
of course, never forgot the principle that Lister 
had laid down, nor was he unmindful of aseptic 
surgery as put forward by von Bergmann and 
Schimmelbusch, although he did demonstrate 
that bacteria could be introduced into the body 
without harm as long as the surgeon — 
mechanical injuries to the tissue. 

The principles of tissue defence or, as Cutler 
has expressed it, ‘‘safety in surgery’’, was em- 

hasized by Halsted through improvement in 
surgical technique. He insisted that unneces- 
sary injury to the tissue be prevented ; that there 
never must be tearing or crushing; that hemos- 
tasis should be highly perfected ; that all vacant 
tissue spaces created by the surgeon should be 
abolished by detailed coaptation of the wound; 
that drainage should be avoided so far as pos- 
sible; that catgut should rarely be used; and 
that the operation should proceed with as near 
mathematical precision as possible and that the 
original architecture of the part be restored, thus 
insuring a healthy reunion of the tissues. This 
Halsted tradition of care and precision in op- 
erating, where the time of operation is not the 
most important factor, has been carried down 
from Halsted’s clinic throughout America and 
even to Europe. One has only to read the splen- 
did life of Halsted by MacCallum* to realize 
this fact. 

Perhaps there is a tendency on the part of 
surgeons today to deviate from the narrow path 
outlined by the master-surgeon in the nineties 
and the first decade of the new century. Mac- 
Callum, at least, has noted ‘‘in conversation with 
many surgeons, there is rather a relaxation from 
his extreme precision, and with trust in the 
healing powers of nature, success is reached, but 
by a narrow margin’’ (p. 236). Halsted per- 
ceptibly widened the margin between failure and 
success by establishing a new attitude toward 
surgery. ‘‘It is devoutly to be hoped,’’ says 
MacCallum, ‘‘that none of those who have 
worked under this master will relax to the 
easier, careless methods of the average surgeon, 
and that none will fail to pass on to their assist- 
ants the training that they themselves have 
had.’’ New England surgery should strongly 
endorse this point of view and hold fast to the 
Halsted tradition. 

*William Stewart Halsted, Surgeon, by W. G. MacCallum, 


Baltimore: The Johns Hopkins Press; London: Humphrey Mil- 
ford; Oxford University Press, 1930. 
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THE MASSACHUSETTS MEDICAL 
BENEVOLENT SOCIETY 


WE hope that the brief account of the annual 
meeting of the Massachusetts Medical Benevolent 
Society in the Journal of February 19, was gen- 
erally read. 

To the large number of practitioners who had 
the privilege of studying obstetrics under Pro- 
fessor W. L. Richardson the mere mention of 
his name will bring to mind his inspiring in- 
fluence in making his department in the medi- 
cal school one of great popularity of that period. 

His guiding hand in the affairs of the Benevo- 
lent Society has been little recognized .beyond 
the circle of his associates because the functions 
of this organization were carried on without any 
publicity. 

The announcement of his retirement as treas- 
urer should be the inspiration to large numbers 
of younger men to come forward and supply 
the means for meeting the needs of all who may 
be found to be worthy of the attention of this 
Society in full measure. 

It is not enough to supply the simple neces- 
sities of existence for those doctors or their de- 
pendents who are found to be without adequate 
resources and it should be a great pleasure to 
build much larger on the foundations of this 
benevolent organization which has been carried 
on for many years by Dr. Richardson and his 
associates. We feel sure that more general par- 
ticipation in the support of the Massachusetts 
Medical Benevolent Society will be a source of 
pleasure for Dr. Richardson as well as a blessing 
to its beneficiaries. 

Why not have a committee appointed that will 
bring this matter before the medical profession 
of this State? 


THE TREATMENT OF SPASMODIC CROUP 


THE reading of the paper published in this 
issue dealing with the treatment of spasmodic 
croup will probably be met by a feeling of skep- 
ticism by those who are trained in methods of 
research. The claims made by the author are 
founded on an experience with many cases and 
if supported by the testimony of other clinicians 
will tend to establish belief in the reasoning and 
conclusions set forth. 

Until much more confirmatory evidence that 
this form of croup is due to acidosis is produced 
or some investigator can bring to bear scientific 
methods of analysis, general acceptance of the 
claims presented will be held in abeyance. If 
one were in a position to induce acidosis in a 
series of cases and thereby bring about spas- 
modie croup, or study cases under recognized 
research methods in comparison with an equal 
number of cases in which acidosis might be found 
to exist without spasmodic croup, there might be 
contributions of scientific value to the problem. 

At the present time the most that can be said 
is that a careful and competent practitioner be- 


lieves that he has found a satisfactory treatment 
for spasmodie croup which should be given fair 
trial with the hope that here, as has happened 
in the past, a treatment which is not the product 
of scientific research has been found to have 
practical application to a distressing condition. 
Practitioners who have opportunities for dealing 
with cases of spasmodic croup are in a position 
to give valuable testimony with respect to the 
treatment outlined by the author of this paper. 


THE STUDY OF SLEEP 


WE call attention to the letter of Dr. Donald 
A. Laird (page 462) of the Psychological Lab- 
oratory, Colgate University, Hamilton, New 
York, who is making a study of normal sleep 
with reference to its relation to the merits of 
various commonly accepted drugless soporifics. 

Dr. Laird would like to learn of physicians 
who are interested in this study with a possi- 
bility of inducing patients to contribute data. 


AN OPEN LETTER TO THE EDITOR OF 
THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION 


Sir: 

- On page 38 of the Advertising Section of the 

issue of January 10 there appears the following: 
FINDING OvuT FOR THE Doctors 


Strange intimations in a recent contribution 
in the New England Journal of Medicine. 


I. The technique of the Zondek-Aschheim 
test for detection of early pregnancy by analysis 
of urine is presented. 

I wish to express my thanks to Professor Zon- 
dek and Dr. Aschheim of Berlin, Dr. Harvey 
Cushing of Boston, Mass., and to the many 
physicians who so kindly submitted urine speci- 
mens for examination. 


We respectfully ask wherein there are strange 
intimations ? 

Since the heading and subtitle and the rest 
of the statements are not in quotation marks it 
seems fair to assume that this section of your 
Journal is under your supervision and in the in- 
terest of editorial courtesy we hope that you will 
answer the query above. 


THIS WEEK’S ISSUE 


Contains articles by the following named au- 
thors: 


Neuson, N. A. B.S., M.D. Long Island Col- 
lege Hospital, Brooklyn, New York 1926. Epi- 
demiologist in Charge of Venereal Disease Con- 
trol, Massachusetts Department of Public 
Health. Assistant Physician, Department of 
Dermatology and Syphilology and Junior As- 
sistant Surgeon, Department of Gynecology, 
Boston Dispensary. His subject is: ‘‘Minimum 
Standards for the Diagnosis, Treatment and 


4 


458 


EDITORIAL DEPARTMENT 


N. E. J. of M. 
February 26, 1931 


Control of Gonorrhea in the Male and Female.’’ 
Page 424. Address: 546 State House, Boston. 


Woopwarp, 8S. B. A.B., M.D. Harvard Uni- 
versity School of Medicine in 1878. Retired in 
1921. Ex-President, Massachusetts Medical So- 
ciety. His subject is: ‘‘ Arguments Support- 
ing House Bill 265 Submitted to The Massachu- 
setts Legislature of 1931.’’ Page 431. Address: 
58 Pearl Street, Worcester, Mass. 


SuLuLIVAN, EvizaABETH ANN. M.D. Tufts Col- 
lege Medical School 1914. Psychiatrist, Co- 
jperative Psychiatrie Service. Consulting Psy- 
chiatrist, Wheaton College, Norton, Mass. Mem- 
ber of Family Welfare Society, Boston Provident 
Society. Her subject is: ‘‘Social Maladjust- 
ments with Psychiatrie Determinants.’’ Page 
435. Address: 383 Broadway, Cambridge, 
Mass. 


CRAWFORD, LAWRENCE P. M.D. Rush Medi- 
eal College 1904. His subject is: ‘‘Treatment 
of Spasmodie Croup Based Upon Clinical Find- 
ings in the Colon.’’ Page 437. Address: 75 
Elm Avenue, Wollaston, Mass. 


Boyes, JosepH H. A.B., M.D. Stanford Uni- 
versity Medical School 1930. House Officer in 
Pathology, Massachusetts General Hospital 1929- 
1930. Surgical House Officer, Peter Bent Brig- 
ham Hospital 1930-. His subject is: ‘‘Dover’s 
Powder and Robinson Crusoe.’’ Page 440. <Ad- 
dress: Peter Bent Brigham Hospital, Boston. 


Stites, Percy G. S.B., Ph.D. Johns Hop- 
kins University 1902. Assistant Professor of 
Physiology, Harvard University. His subject 
is: ‘‘Recent Progress in Physiology.’’ Page 
444. Address: Harvard Medical School, Bos- 
ton. 


THE BOSTON MEDICAL LIBRARY 


WILLIAM HARVEY 
1578-1657 


Ir is not merely the fact that William Harvey 
ean be credited with being the first to give, with 
proofs, a correct statement of the mechanics of 
the circulation of the blood, which entitles him 
to the place he occupies in the scientifie world, 
but rather that his discovery was due to pains- 
taking, scientific investigation of a kind that 
had rarely been pursued before by anyone. It 
is worthy of note that Harvey’s immediate an- 
cestry was derived from stock possessing more 
than average intelligence. His father, Thomas 
Harvey, who was born in 1549, was an alderman 
of Folkestone in England. There is some evi- 
dence that the line may be traced back to Sir 
Walter Hervey who was a member of an ancient 
guild of ‘‘pepperers’’ which later became the 
Company of Grocers. This ancestor, if indeed 
he was a progenitor, was Mayor of London in 
1272 and was an interested student of municipal 
government. Thomas Harvey, William’s imme- 
diate forebear, was married twice, having one 


| Pavia and Bologna. 


daughter by the first wife. By the second wife 
there was a ‘‘week of sons’’ as Fuller expressed 
it, of whom William, born on April 1, 1578, 
was the eldest and was bred to learning while 
most of the others became Turkey merchants. 
The sons all entertained a profound respect for 
their father and made him the treasurer of their 
estates. He evidently was a shrewd real estate 
operator, for that time, and was able to increase 
the value of their various properties to a very 
considerable extent. William was ten years of 
age when his native town must have been thor- 
oughly aroused over preparations to resist the 
advance up the English Channel of the Spanish 
Armada, in 1588. It was in this year also that 
he was entered at the Kings School at Canter- 
bury where he remained five years. At fifteen 
he entered Caius College, Cambridge, as a com- 
moner. It seems probable that the selection of 
this College was determined upon by his father 
because William’s taste for comparative anatomy 
and his liking for dissection had manifested 
themselves early in his career and because Caius, 
the founder of this College, was probably the 
introducer of the study of practical anatomy 
into England. It may perhaps be inferred, in 
view of this selection, that the medical profes- 
sion was the goal his father had in mind for his 
son. Here he acquired a thorough familiarity 
with Latin and Greek with training in dialectics 
and physics. He obtained his degree of A.B. 
in 1597. The next year he made his way through 
France and Germany to Italy where he soon 
began the study of those sciences which are most 
closely associated with medicine. The Universi- 
ties of Northern Italy were at that time at the 
height of their fame in law, mathematics and 
medicine and Harvey chose Padua over Pisa, 
He probably made this 
selection because it was here that Vesalius and 
Fabricius, his successor (born in 1537), had 
brought renown to the institution through their 
anatomical researches. There was another rea- 
son that probably influenced him somewhat and 
that was that Padua, being the University town 
of Venice, was under the protection of the Re- 
public of Venice and was a safer place for a 
Protestant than any of the German or Italian 
Universities. There is a record to show that he 
occupied a position of importance in the govern- 
ing body of this University which was at this 
time of the type, controlled by the students them- 
selves, as distinguished from those that were 
controlled by the Masters of Arts and were 
known as Magistral Universities. At the time 
of Harvey’s connection with the University, 
Fabricius was the foremost member of the fac- 
ulty and was doing the work upon the valves 
of the veins which had been done before by 
Silvius in Paris but had been forgotten. Fabri- 
cius published his results the year after Harvey 
returned to England. A good deal of Harvey’s 
work indicates that he carried on many of the 
investigations that Fabricius was engaged upon 
and they brought him nearer the truth because 
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he was untrammeled in his thought by authority 
and had a more logical mind than his great 
teacher. Fabricius at this time was 61 years of 
age. Harvey received his diploma as Doctor of 
Medicine from Padua in 1602 and apparently 
immediately returned to England, for he ob- 
tained in that same year the same degree from 
the University of Cambridge. The records at 
Padua reveal in what high esteem he was held 
as a student and for many years after gradua- 
tion he appears to have kept in touch with his 
Alma Mater. Shortly after his return to Eng- 
land he took a house in London and was soon 
(1604) a candidate for admission to the College 
of Physicians. Soon after admission to the Col- 
lege he married a Miss Elizabeth Browne, daugh- 
ter of Dr. Lancelot Browne who was physician 
to Queen Elizabeth and James I. Nothing is 
recorded of Mrs. Harvey except that she died 
some time after 1645, and before the death of 
her husband. He gained the confidence of the 
public in his abilities as physician and must have 
been very closely confined to his researches in 
comparative anatomy for he showed in his writ- 
ings upon the heart and blood vessels an inti- 
mate knowledge of the anatomy of more than 
60 different kinds of animals. In 1607, after 
becoming a fellow of the College of Physicians 
he sought an appointment to St. Bartholomew’s 
Hospital. In 1608 he was elected to succeed 
the visiting physician whenever he should vacate 
the office. In 1609 the incumbent of the posi- 
tion died and Harvey stepped into his place. Up 
to 1745 the teaching of Anatomy in England 
was vested in a few corporate organizations. In 
London the College of Physicians and the Barber 
Surgeons had a monopoly in procuring anatomi- 
cal material. Subjects were difficult to obtain for 
dissection. In 1540 the Guild of Surgeons and 
the Company of Barber Surgeons were empow- 
ered by act of Parliament to take yearly, the 
bodies of 4 criminals who should be executed, 
for public dissection before the common com- 
pany and in 1565 Queen Elizabeth, following 
this precedent, granted a similar permission to 
the College of Physicians. Later James the 
First enlarged these powers allowing 6 bodies 
annually and permitting them to be taken from 
outside the City of London, inasmuch as in that 
City where executions were public and large 
numbers attended, it was sometimes difficult to 
gain possession of the bodies because of the 
forcible opposition of friends. The lectures in 
Anatomy were given at the Barber Surgeons 
Hall, in series, first on the muscles, then on the 
bones, and finally on the viscera. The purpose 
of these lectures was to ‘‘further better knowl- 
edge, instruction, insight, learning and experi- 
ence in the science and faculty of surgery’’. In 
1581 the Lumleian lectureship in Surgery was 
established at the College of Physicians when the 
Barber Surgeons turned the offer down. The 
lectures were to be given twice weekly through 
the vear and the tenure of the lectureship was 


for life. In the course of time, viz.: in 1615, 
Harvey received the appointment to this lec- 
tureship. The delivery of these lectures was 
attended with great formality and everything 
was done by those entrusted with the arrange- 
ments for them to ensure the greatest amount 
of benefit for all concerned. It was while Har- 
vey was engaged in the preparations and deliv- 
ery of these lectures that he was carrying on his 
investigation upon the circulation and it was 
at one of the ‘‘visceral’’ lectures that he gave 
to the world his first public announcement of 
the results of his investigations. By the year 
1618 he had obtained a lucrative practice and 
upon February 3 of that year he was appointed 
Physician Extraordinary to James the First. In 
this capacity he was permitted to consult with 
the ordinary physicians to the royal family but 
it was not until the reign of Charles the First, 
James’ son, that Harvey was given the post of 
Physician in Ordinary. This occurred in 1631 
and he retained the friendship of Charles 
throughout his life. His work on the circulation 
was not published until 1628 though he added 
but little to the text in the 10 years that followed 
his first discoveries. Besides the royal family 
he appears to have acted as physician to many 
of the nobles and men of distinction. Among 
them was Bacon the Lord Chancellor. His offi- 
cial connection with the King’s household was 
apparently the source of some temporary embar- 
rassment to him on various occasions when he 
was obliged to procure a substitute at St. Bar- 
tholomew’s and the College of Physicians when 
he would be ordered to accompany the King 
upon his travels. He was attached to an embassy 
to Vienna which gave him opportunity to come 
in touch with many scientific men in Europe 
and make observations along zodlogical lines, as 
was his custom whenever he visited new coun- 
tries. He was detached from this embassy that 
he might go to Italy to execute a commission re- 
garding some pictures for His Majesty. This 
was in 1636. The clouds of civil war were gath- 
ering and when the storm broke Harvey, who 
was an ardent Royalist, was one of the first to 
suffer at the hands of local opponents of the 
King. His lodgings in Whitehall were broken 
in upon, his furniture stolen and papers and 
preparations which he valued highly and which 
represented the work of many years, particu- 
larly some upon the generation of insects, were 
scattered and destroyed. Harvey was in attend- 
ance upon the King and the Princes at the battle 
of Edgehill in 1642, where he probably had his 
first experience in treating gunshot wounds. 
Following this battle the King’s forces proceeded 
to Oxford and during the next two years Harvey 
appears to have spent a good deal of time there 
engaged as much as possible in prosecuting his 
studies in Embryology for it is recorded that he 
daily visited George Bathurst ‘‘who had a hen 
to hatch eggs in his chamber which they opened 
daily to see the progress and way of generation’’. 
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He was elected warden of Merton College, Ox- 
ford, which position he retained for a single 
vear only as the fortunes of war set against the 
Royalists and their cause was a lost one after 
the battle of Naseby. 

After the surrender of Oxford, in 1645 Har- 
vey’s connection with the Court ceased and as 
he was 68 years of age, a sufferer from gout and 
worn out by many sorrows, he had no inclina- 
tion to return to his practice in London. His 
wife must have died at about this time and as 
he had no children he went to live with his 
brothers, part of the time with one and part 
with another. His last published work, that on 
Development, appeared in 1651. He _ re- 
signed his Lumleian Lectureship in 1656. He 
had previously provided the funds for a Library 
and Museum for the College of Physicians and 
the year before his death he gave to the College, 
in perpetuity, his estate in Kent, the income 
from which was to provide an annual dinner, a 
gratuity for the orator of the occasion, who was 
to commemorate some benefactor of the College, 
and funds to provide for the custodian of the 
Library and Museum. He lived long enough to 
realize the acceptance of his discoveries in re- 


spect to the circulation, being as Hobbes said of | 


him ‘‘the only one that conquered envy in his 
life time and saw his new doctrine every where 
accepted ’’. 


MASSACHUSETTS LEGISLATIVE 
NOTE 


House 914. Petition of Herbert Lotz for the estab- 
lishment of a board of registration in chiropractic 
and relative to regulating the practice thereof. Hear- 
ing scheduled for March 2 at 10:30 in Room 481 be- 
fore the Committee on State Administration. 


MISCELLANY 


MORTALITY RATES 


Telegraphic returns from 81 cities with a total 
population of thirty-six million for the week ending 
February 7, indicate a mortality rate of 14.8 as 
against a rate of 13.7 for the corresponding week 
of: last year. The highest rate (24.0) appears for 
Richmond, Va., and the lowest (5.7) for Flint, 
Mich. The highest infant mortality rate (18.6) ap- 
pears for Somerville, Mass., and the lowest for Fall 
River, Mass., and Tacoma, Wash., which reported 
no infant mortality. 

The annual rate for 81 cities is 14.2 for the six 
weeks of 1931, as against a rate of 13.2 for the 
corresponding weeks of 1930.—Bureau of The Cen- 
Sus. 


THE LAMBDA MU MEDICAL FRATERNITY 


At a recent meeting of the above-named organiza- 
tion thirty new members were received into this 
order which is composed of students and graduates 


Finklestein, 


of the Harvard, Tufts, and Boston University Medi- 
cal Schools. 


THE LORD LISTER SOCIETY OF BOSTON, MASS. 7 


Dr. J. Emmons Briggs delivered an address at the 
recent meeting of the Lord Lister Society setting 
forth his personal contact with Lord Lister. 

This Society is composed of students of the Har- 
vard, Tufts, and Boston University Medical and Den- 
tal Schools. More than one hundred members were 
in attendance. 


A MOVEMENT TO RAISE MONEY FOR SOCIAL 
SERVICE WORK IN CONNECTION WITH THE 
CHILDREN’S CARDIAC CLINIC AT THE MAS- 
SACHUSETTS GENERAL HOSPITAL 


Mrs. Charles G. Mixter, newly elected Treasurer 
of the Committee for the Home Care of Children with 
Heart Disease, is devoting her energies to raising 
money for the social service work of the Children’s 
Cardiac Clinic at the Massachusetts General Hos- 
pital. This is another organized movement to meet 
the needs of children suffering with heart disease. 


SUPPLEMENTARY LIST OF PHYSICIANS REGIS- 
TERED BY THE MASSACHUSETTS BOARD OF 
REGISTRATION IN MEDICINE NOVEMBER, 1930 


Archibald, Robert Edmund, 109 Broad Street, Lynn, 
Mass. 

Davis, Lenore, 53 Ferdinand Street, Melrose High- 
lands, Mass. 

Donovan, Charles Edward, 8 Thorndike Street, Pea- 
body, Mass. 

Dunphy, John Joseph, Long Island Hospital, Boston 
Harbor, Mass. 

Erbe, Henry Herman, 134 Bristol Street, Southington, 
Conn. 

Samuel Israel, Cresson Sanatorium, 
Cresson, Penn. 

Fridell, Myrtle Louise, 76 Poplar Street, Roslindale, 
Mass. 

Klivansky, Marcus, 212 Boston Street, Lynn, Mass. 

Loker, William W., Grove Place, Natick, Mass. 

Marks, Harold Eames, Forest Hills Hospital, Forest 
Hills, Mass. 

Mower, Etamar Anses, 98 Pembroke Street, Boston, 
Mass. 

Pitkin, Herbert Alexander, 153 South Street, Pitts- 
field, Mass. 

Roberts, Percie, 318 78th Street, Brooklyn, N. Y. 

Seller, Ethel Blanche, 23 Greenville Street, Rox- 
bury, Mass. 

Shepherd, Claude Gunnard, 3 Sacramento Place, Cam- 
bridge, Mass. 

Slavin, Albert, 145 Homestead Street, Roxbury, Mass. 

Smith, George Truman, 45 Nonotuck Street, Holyoke, 
Mass, 

Walsh, Lawrence Francis, Jr., 111 Westminster 
Street, Providence, R. I. 

Whiting, Ethelbert Bradford, 54 Bailey Street, Lynn, 
Mass. 

Williams, Bernard Abraham, 137 Englewood Avenue. — 
Brighton, Mass. 


Volume 204 
Number 9 


EDITORIAL DEPARTMENT 


461 


PEAK OF OUTBREAK OF THE INFLUENZA EPI- 
DEMIC BELIEVED BY PUBLIC HEALTH SERV- 
ICE TO BE PAST FOR WINTER 


The prevalence of influenza has subsided and prob- 
ably will not exceed during the rest of the winter the 
high point it has just been stated orally by the Pub- 
lic Health Service in making public telegraphic re- 
ports from State health officers which reveal a de- 
crease from 12,828 cases for the week ended January 
31 to 10,075 for the week ended February 7. 

As in all influenza outbreaks, the disease seems to 
be moving over the country in a definite direction, 
this time along the Atlantic coast from north to 
south, the Service explained, and seems to be oc- 
curring in cycles which last approximately three 
weeks—that is, it reaches its highest point in that 
period of time, and then practically vanishes, accord- 
ing to the statement. The following additional in- 
formation was also furnished by the Service: 

While the Middle Atlantic States continue to re- 
port decreases in the number of influenza cases, the 
lower South Atlantic States still find the disease to 
be gaining in prevalence. Maryland which reported 
3,148 cases for the week ended January 31 reported 
only 1,625 cases for the following week, a decrease 
of almost 100 per cent., and North Carolina reported 
a drop from 1,764 to 462 for the same period. On the 
other hand, South Carolina, which reported 3,147 
cases for the week ended February 7, reported only 
2,873 cases for the previous week. Georgia and Flor- 
ida also showed notable increases. 

Although influenza showed the highest prevalence 
this year since the epidemic of 1928-1929, the disease 
has been rather mild and the relative number of fa- 
talities induced by the infection has been low. The 
difficulty in drawing a distinction between hard 
grippe and mild influenza accounts largely for the 
inaccuracy and incompleteness of reports. The actual 
number of cases in the country is probably five times 
as much as reports reveal. 

According to the telegraphic reports, notable in- 
creases in influenza have occurred in South Carolina, 
Georgia, Florida, New Hampshire and Indiana, and 
decreases principally in Massachusetts, New York, 
New Jersey, Ohio, Illinois, Maryland, North Carolina, 
West Virginia and Alabama.—JU. S. Daily. 


SENATE BILL 1812 BEFORE THE U. S. CONGRESS 


“A bill to authorize the collection of annual sta- 
tistics relating to crime and to the defective, depend- 
ent, and delinquent classes. 

Be it enacted by the Senate and the House of Rep- 
resentatives of the United States of America in Con- 
gress Assembled, That the Director of the Census be, 
and hereby is, authorized to compile and publish an- 
nually statistics relating to crime and to the defec- 
tive, dependent, and delinquent classes.” 


FACT HUNTING 

To attack an enemy successfully we must know his 
strength. The National Committee for Mental Hygiene 
has been engaged for years in a warfare against men- 
tal disease and deficiency—one of the most formida- 


ble enemies of the public health. To determine the 
extent and nature of the problem it was necessary, 
as a first step, to secure accurate facts and figures. 
regarding it. 

When the National Committee began active work 
in 1912, accurate statistics with regard to the insane 
and the feebleminded were exceedingly meagre, and 
what figures were available from one state were not 
comparable with those of another. There was not 
even a complete list of the public institutions caring 
for these classes. 


THE NATIONAL COMMITTEE LEADS 


To meet this situation, the National Committee, in 
collaboration with the American Psychiatric Associa- 
tion and the American Association for the Study of 
the Feebleminded, devised a uniform system of sta- 
tistical reporting, and supplied every institution with 
carefully prepared record forms. The psychiatric 
classification and nomenclature worked out by these 
organizations were adopted by practically all state 
hospitals and many other public and private institu- 
tions for mental disease, mental defect and epilepsy 
throughout the country. At great effort and expense 
a nation-wide system of uniform recording was built 
up and the annual reporting of institutional statis- 
tics became an established practice. 


THE GOVERNMENT FOLLOWS 


Recognizing the importance of this work, the fed- 
eral government decided to expand its own activities 
in this field. A census of the insane and the feeble- 
minded had hitherto been taken on a decennial basis 
and the government now proposed to put it on an 
annual basis. For years the National Committee for 
Mental Hygiene had coédperated with the Census 
Bureau in this field and the hope grew that the Bu- 
reau would in time take over this work. It was the 
logical thing to do. The Bureau had the personnel 
and the facilities for such work ‘and could readily 
absorb it with a little adjustment. Meanwhile one 
after another of the Government departments con- 
cerned with problems of mental health adopted the 
classifications in use by the National Committee; the 
Census Bureau, the Public Health Service, the Vet- 
erans’ Bureau, and the Medical Departments of the 
Army and Navy. 


THE 1923 ENUMERATION 


A governmental census of patients in mental hos- 
pitals and institutions for mental defectives and epi- 
leptics was taken in 1923. It was the most complete, 
detailed and comprehensive of all similar statistical 
studies made up to that time. The National Commit- 
tee codperated with the Census Bureau throughout 
the study, working out inquiry schedules, tables and 
other textual matter and assisting in the whole 
process of the investigation. 

The results of the 1923 enumeration were so im- 
pressive in the scope and value of the data secured, 
that it was proposed to establish the work on a per- 
manent basis and to take an annual census of not 
only the insane, feebleminded and epileptics, but of 
all defective, dependent and delinquent classes of the 
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population. Representatives of a number of organiza- 
tions working in these fields met with the census 
officials and the proposal was adopted with the ap- 
proval of the Secretary of Commerce. Under his 
authorization statistics were collected for the years 
1926, 1927 and 1928. 


AN ANNUAL CENSUS 


Subsequently a bill was introduced in Congress 
(S. 1812) to perpetuate the work, the Secretary’s an- 
thorization being only a provisional one and limited 
in its scope. In a letter ‘to the Secretary, carrying 
administration approval, the Bureau of the Budget 
advised “that the expenditure contemplated by this 
proposed legislation would not be in conflict with 
the financial program of the President”. 

The bill has passed the Senate. Unforeseen cir: 
cumstances, however, have delayed its passage in the 
House. We now fear that the measure may be lost 
unless immediate pressure is brought to bear upon 
the House Committee on Census which now has the 
bill. There is no opposition to the measure. All 
that is necessary is strong evidence of interest in 
its adoption on the part of those most concerned in 
order to bring it out of the Census Committee for a 
vote. 


UP TO CONGRESS 


Unless this bill is enacted into law, the annual col- 
lection of “statistics relating to crime and to the de- 
fective, dependent and delinquent classes” by the 
Federal Census Bureau will be discontinued and a 
vitally important work will suffer in consequence. 
We are confident that this can be easily avoided by 
prompt and direct individual and group action cal- 
culated to bring the bill to a successful vote. If the 
organizations and individuals interested in this work 
will let the House Committee on Census know their 
wishes regarding the measure, we have no doubt it 
will be adopted. *Failure to secure this legislation 
will undo the work of years and vitiate progress 
achieved at the expenditure of a tremendous amount 
of time, effort and money. 

Physicians should write or telegraph to Senators 
and Representatives urging the passage of Senate 
Bill 1812. 


THE HEARING BEFORE THE JOINT LEGIS- 
LATION COMMITTEE ON SENATE BILL 43 


This bill is designed to clarify sections twenty and 
twenty-one of chapter two hundred and seventy-two 
of the General Laws as affecting physicians, hos- 
pitals, medical schools, etc. 

It was especially designed to relieve the appre- 
hension of physicians who regard contraceptive 
measures as desirable as a health measure and con- 
strue the present law as a possible basis for prose- 
cution. 

The physicians among the proponents under the 
leadership of Dr. George G. Smith discussed the pur- 
pose of the amendment from a health standpoint 
and reported much interest in the subject from 
yarious groups of lay organizations. 


The opposition under the leadership of Mrs. 
Charles Feehan attacked the bill. 

Several physicians who were opposed to the bill 
presented their views founded on mortality statistics 
and the records of the limited number of hospital © 
cases which might be deemed to be in need of con- 
traceptive measures by the proponents. 

One of the objectors submitted his belief that 
the bill was not well drawn and if enacted would 
nullify the desirable provisions in the present law 
and lead to widespread abuse by unethical doctors. 

The most dramatic opposition was based on the 
assertion that the instruction in contraceptive meas- 
ures would corrupt morals, that it is an entering 
wedge for so-called birth control practice, and that. 
the proponents are working in harmony with and 
endorsing Russian propaganda. 

The denunciation of those who might teach or 
practice contraceptive methods was couched in 
language seldom adopted in debate. 

The report of the committee is awaited with in- 
terest. 


A DRIVE FOR FUNDS FOR THE JUDGE BAKER 
FOUNDATION 


Mr. Robert F. Herrick is directing the drive for 
a fund of $1,100,000 for the Judge Baker Foundation. 

Mr. Louis E. Kirstein, former Mayor Andrew J. 
Peters, and Mr. James J. Phelan are assisting as 
vice-chairmen. 

Dr. Roger I. Lee is Chairman of the medical com- 
mittee. In reporting the organization of the Medical 
committee, Dr. Lee said: “The clinic has come to be 
an indispensable service in the community’s system 
of child care. Boston physicians generally look with 
sympathy on the attempt to place the Judge Baker 
Foundation on the basis necessary for permanent 
service.” 


CORRESPONDENCE 


AN APPEAL FOR ASSISTANCE IN THE STUDY 
OF SLEEP 


PSYCHOLOGICAL LABORATORY 
Colgate University 
Hamilton, N. Y. 
January 26, 1931. 
Editor, New England Journal of Medicine: 

Our experiments on normal sleep are being ex- 
tended to determine the relative merits of various 
commonly accepted drugless soporifics. We wish 
to determine in non-pathological instances of mod- 
erately poor sleep the value, if any, of the follow- 
ing in inducing sleep and in promoting restful sleep: 
physical exercise before retiring, a warm drink be- 
fore retiring, and a neutral bath before retiring. 

I should like to have your readers who have am- 
bulatory patients in whom moderate poor sleep is 
the outstanding complaint write me since the plan 
of the research will make it possible to codperate 
readily. 

Data booklets for the patient to keep a record 
of his sleep will be provided. The booklets are 


Volume 2064 
Number 9 


EDITORIAL DEPARTMENT 


463 


labeled simply “Confidential Sleep Record” and no 
mention is made on them of this laboratory. A 
white booklet is used for the normal or control 
three days, a buff booklet for the three days when 
a brisk ten-minute walk is taken before retiring, 
and two other colors for two other phases of the 
experiment. 

All coéperation will, of course, be acknowledged 
when the findings are reported to a technical jour- 
nal. Not more than five minutes should be taken 
by the patient to fill in a description of his sleep 
each day. 

I shall be glad to receive requests from any of 
your readers for a set of the data booklets for their 
personal inspection so they may decide whether it 
will be feasible for some of their ambulatory patients 
to contribute data. 

Sincerely yours, 
Donatp A. Latrp, Director. 


A BOGUS APPOINTMENT 


February 17, 1931. 
New England Journal of Vedicine. 
165 Newbury Street, Boston. 


Dear Sirs: 

Yesterday a man by the name of George A. Carlson 
of Roslindale called up my secretary and arranged 
for an appointment to see me professionally, stating 
distinctly that he was a new patient to be looked 
over. 

He came in at the time appointed when my sec- 
retary made out his record on my regular blanks and 
was shown into my office. Having seated himself he 
proceeded to tell me of his method of collecting 
overdue accounts and admitted that he did not wish 
to see me professionally in the slightest. 

His stay in my office was brief. 

I am writing this to warn other physicians of this 
imposition. 

Sincerely yours, 
JOHN B. HAWES, 2ND. 


RECENT DEATHS 


BARRELL—Dkr. CHARLES SEWALL BaArRRELL died at 
his home in Boston, following a cerebral hemor- 
rhage, February 16, 1931, aged 63. 

A native of York, Me., he was born there Decem- 
ber 24, 1867, the son of Charles Colborn and Martha 
Jewett Barrell. He studied at Harvard, turned to 
medicine and took an M.D. at the Harvard Medi- 
cal School in 1900, first serving as house officer 
on the Gynecological service at the Carney Hospital. 
Dr. Barrell established himself in practice in Bos- 
ton, and married Miss Julia E. Folsom. 

Dr. Barrell was a Fellow of the Massachusetts 
Medical Society, of the American Medical Associa- 
tion and a member of the Harvard Club, and the 
Country Club. 

He is survived by two children, a son and a 
daughter. 


BESSEY—Dr. Earte Emerson Bessey, of Waban, 
died at Waterville, Maine, February 16, 1931 at the 
age of 60. Dr. Bessey was born at Sidney, Maine, 
January 16, 1871, was a graduate of Dartmouth 
Medical School in the class of 1901 and settled in 
Boston giving his time to the study of neuropathol- 
ogy. 

A few years after his graduation he was ap- 
pointed to the staff of the Danvers State Hospital 
where he remained for six years. He later opened 
the Bessey Hospital in Beacon Street and afterward 
a small sanatorium of ten beds for nervous and 
mental cases in Waban. He has practised there 
since. ‘ 

He was married to Constance Cushing of Boston 
in 1908 and is survived by his wife, two sons, a 
brother and a sister. He was a Fellow of the Mas- 
sachusetts Medical Society, of the American Medi- 
cal Association and a member of the American 
Psychiatric Association and of the New England 


‘| Society of Psychiatry. 


OBITUARY 


EDWIN WELLES DWIGHT, M.D. 


Dr. Edwin Welles Dwight, who died at Marshfield, 
January 14, 1931, was one who, as physician and 
friend, had unusually varied interests and ac- 
quaintances. 

He was born at Auburn, New York, August 11, 
1863, tut his boyhood was spent in Pittsfield, Mas- 
sachusetts, and throughout his life he had a keen 
interest in anything connected with Berkshire 
County. 

While a young man he spent several months, at 
one time, in South Carolina and at another time he 
made an extended tour in the West Indies and 
there he was urged to make a permanent residence. 
He decided to return home for professional study 
but was always ready to recall his experiences and 
glad to make a trip through our southern states or 
to visit the tropics whenever business or vacation 
made it feasible. 

After graduating from the Harvard Medical 
School, in 1891, he served as surgical interne at tne 
Boston City Hospital and later was assistant super- 
intendent, and for several months, while Dr. Rowe 
was in Europe, was acting superintendent. Soon 
after entering private practice he became assistant 
visiting surgeon to the City Hospital. He was also 
instructor in surgery and in legal medicine in the 
Harvard Medical School and later was professor of 
legal medicine in Tufts Coilege Medical School. He 
compiled and published, in 1903, a brief textbook on 
“Medical Jurisprudence”, and in the _ following 
year, another on “Toxicology.” At a later period he 
was surgeon of the National Express Company and 
for a few years served as Chief Surgeon of the 
Boston & Maine Railroad and, for a longer time, 
as Chief Surgeon of the Boston & Albany Railroad. 
In 1895 he was chosen one of the Commissioners of 
Public Institutions of the City of Boston. From 
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this office he resigned in 1897. to join the Medical 
Staff of the New England Mutual Life Insurance 
Company. Six years later, on the death of Dr. 
John Homans he succeeded him as Medical Direc- 
tor. While in active practice he went often to vari- 
ous places in southern New England to operate 
under conditions which, today, would be considered 
crude and inadequate. His ingenuity and resource- 
fulness enabied him to secure excellent results. He 
was an enthusiastic surgeon and it was with real 
regret that he felt obliged to give up all operating. 
The appeal of life insurance medicine, however, was 
sufficiently strong to cause him to take this step 
and this appeal never lost its force in the remain- 
ing twenty-eight years of his life. 

The extraordinary growth of life insurance in 
this country, during the past thirty years, had only 
just begun when he became Medical Director. Al- 
most immediately he recognized how unscientific 
was the basis of medical selection, as it was then 
practiced. Many bad or doubtful risks were ac- 
cepted freely because they were not known to be 
bad or doubtful. On the other hand, many excellent 
risks were declined because of prejudice or tradi- 
tion, or, in other words, because of the lack of 
facts upon which to base accurate decisions. It 
was not long before he secured the approval of the 
Executive Officers for making a careful study and 
analysis of the Company’s experience with the dif- 
ferent types of accepted risks. This included 
problems such as the influence of family history, 
personal history, build, occupation, residence and 
departures from the normal found on examination. 
One original and, as it proved, far-reaching investi- 
gation was made by a study of material found in 
medical journals on file in the Surgeon General’s 
office in Washington, covering a period of thirty 
years. As the results of these investigations be- 
came available, year by year, he took great satis- 
faction in substituting facts for “impressions” in the 
daily work of selection of risks. He showed rare 
skill in giving proper interpretation to accumulated 
experience. No one realized more clearly than he 
the absolute necessity of accuracy in tabulated 
facts. Interpretation is more or less a matter of 
judgment. The wise man keeps an open mind and 
does not hesitate to change his methods whenever 
later events show error in earlier decisions. 

He became a member of the Association of Life 
Insurance Medical Directors in 1903 and at once 
took a deep interest in its deliberations. He was 
quick to profit by the experience of others and 
equally ready to share any information of impor- 
tance. which he had acquired. When the Associa- 
tion, four years later, undertook an investigation 
of the combined experience of its constituent com- 
panies, he became chairman of the committee having 
the work in charge. The following year this com- 
mittee joined forces with a similar committee of 
the Actuarial Society and the scope of the investi- 
gation was enlarged. The details of this study of 
the effect on mortality of sundry impairments cov- 
ered a period of several years and produced results 


of immense importance to all life insurance com- 
panies. From the beginning Dr. Dwight was en- 
thusiastic over the practical value of this work and 
labored hard to make the investigation comprehen- 
sive and its findings dependable. 
cluded every branch of the work of the Association 
and did not fail even in the last years when his 
health did not permit him to attend its meetings. 
He was elected a member of the Executive Council 
of the Association in 1910 and served as long as he 
lived. 

A few years ago another important forward step 
was taken as the result of need, in medical selec- 
tion, of applying certain physiological tests. The 
value of statistical studies and the aid received 
from them were not overlooked, but some of their 
limitations were recognized. To express it another 
way, when studying physiological problems too 
much reliance must not be placed upon the methods 
of the mechanical engineer. One of the most fre- 
quent and most difficult tasks of the Medical Direc- 
tor is to estimate the condition of an applicant who 
shows a slightly impaired or doubtful circulation. 
Under Dr. Dwight’s inspiration one of his associates 
in the Medical Department developed and applied 
a test designed to give an approximate estimate of 
the reserve strength of the circulation. The essen- 
tials of the test are the response to breathing ex- 
ercises as shown by changes in blood pressure, 
heart rate, rhythm and sound and by the presence 
or absence of subjective symptoms of discomfort. 
This test was first used in the selection of risks in 
1922 and has been continued to the present time. It 
has not yet passed wholly beyond the experimental 
stage. In a few types of impaired circulation it 
gives little or no help but in other types its 
value and dependability have been clearly demon- 
strated. Another puzzling daily problem was how to 
estimate the value of a risk when glycosuria was 
found on examination or had been found previously. 
Different companies had tried a number of methods, 
no one of which had proved wholly satisfactory. 
Again, following Dr. Dwight’s suggestion, another 
associate made an exhaustive study of the questions 
involved and proposed that, instead of relying on re- 
peated urinalyses, the blood-sugar of an applicant be 
determined at a definite period of time after he 
had taken by mouth a measured amount of glucose. 
This test: has been used for the past eight years by 


the New England Mutual and has proved so satis- 


factory that, up to the present, no change has been 
found necessary except that the acceptable limits of 
blood-sugar concentration have been extended some- 
what. It is always pleasanter to liberalize condi- 
tions than to restrict them. Reference has been 
made to an investigation made in the Surgeon Gen- 
eral’s office. This had to do with urinary impair- 
ments. The practical question concerned the sig- 
nificance of albumin and casts in the urine of ap- 
parently healthy applicants for insurance. The con- 
clusions arrived at and reported in 1905 were a bit 
radical, judged by the then accepted standards, but 
they have stood the test of time and have justified 
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both Dr. Dwight’s methods of study and the sound- 
ness of his conclusions. 

In 1926 his Company published a 200-page book 
entitled “Life Insurance Medicine, a Study of Some 
of its Problems and Their Relation to Clinical 
Medicine”, consisting of eight articles written by Dr. 
Dwight and four of his associates. This was a sub- 
stantial contribution to the rapidly growing litera- 
ture of life insurance medicine and it received cor- 
dial recognition from insurance companies and 
the insurance press. 

He was always fond of the great out-of-doors. He 
was particularly devoted to shrubs and flowers. He 
was a friend to all kinds of birds and animais, both 
wild and domesticated. Poultry shows and dog 
shows always attracted him and at these he served 
as judge many times. His fondness for poultry 
had an odd beginning. Following an acute illness 
in boyhood it was essential that his physical activi- 
ties be curtailed for a time. To keep a very ively 
boy even relatively quiet for a few months was a 
problem. The codperation of two wise men, 
physician and father, who understood boys, found 
the solution in procuring 2 pen of game birds, the 
entire care of which was to be the boy’s responsi- 
bility. Conditions of ownership included the promise 
not.to leave the home grounds, to walk and not 
run and to carry no heavier object than a two-quart 
pail of water or grain. Health was restored and 
at the same time there was established a lifelong, 
intelligent interest in the joys and sorrows of 
poultry-raising. 

Dr. Dwight had a striking personality, one that 
attracted many friends who, as individuals, repre- 
sented very varied types. Whatever their social 
position or occupation, whatever special occasion 
or “accident” brought them together, the friendship, 
once established, was permanent. To be able to 
render, quietly but effectively, assistance or guidance 
of an unusual nature, made necessary by extra- 
ordinary conditions, gave deep satisfaction. Many 
instances illustrating this phase of his character 
could be cited but they were known only to his 
closest friends. He was a strong man, of broad 
vision, with much of the spirit of the pioneer, to 
whom a difficult task was a challenge, who was 
generous in giving encouragement and assistance to 
fellow-workers, and unfailing loyalty and devotion to 
his friends, those friends who, in remembering his 
life, feel greater joy that it has been lived than 
sorrow that it has ended. 

Davip N. BLAKELY. 
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NEWS ITEMS 


ADDRESSES RECENTLY DELIVERED BY DR. 
LOUIS E. PHANEUF—On February 12, 1931, Dr. 
Louis E. Phaneuf, Boston, addressed the third and 
fourth year classes of the Medical School of the Uni- 
versity of Indiana on “The Modern Trend of Ob- 
stetrics.” 

On the evening of February 12, 1931, he addressed 


the Academy of Medicine and Surgery of Indianapolis 
on “The Transverse Cervical Cesarean Section.” 

On Wednesday, February 18, 1931, an address was 
given before the Tri-States Medical Association of 
Mississippi, Arkansas and Tennessee on “The Oper- 
ative Treatment of Uterine Prolapse,” at the forty- 
seventh annual convention held in Memphis, Ten- 
nessee, 


MEDICAL NEWS FROM CLEVELAND, OHIO— 
The first of February witnessed the opening of the 
new Lakeside Hospital. Its doors were opened to pa- 
tients, but the formal dedication will not take place 
until Commencement. What four years ago was but 
a vision in the minds of a few persons now stands 
as one of the finest medical centres in the world. 

The new hospital, erected at the cost of $4,300,000, 
occupies the centre of a large group of buildings*. 
It is built in the form of a letter H, the vertical sec- 
tions being devoted to patients and the horizontal 
section to staff physicians. To the north of the hos- 
pital and facing Euclid Avenue is the Nurses’ Home 
built as a quadrangle, each of the four houses being 
a self-contained unit including both housing and rec- 
reational facilities. A School of Nursing building 
and a Staff House building are contemplated as ad- 
ditional units to the group. 

Simultaneous with the opening of the new hospital 
Severance Hall, the permanent home of the Cleve- 
land Symphony Orchestra, made its debut. This mag- 
nificent new building, equipped with all modern facil- 
ities for the production and enjoyment of music is 
situated within a block of the new hospital, thus 
adding another unit to this newly developed educa- 
tional centre. 


Recent meetings of interest in Cleveland have in- 
cluded the annual meeting of the Cleveland Medical 
Library Association at which Dr. Ales Hrdlicka, Di- 
rector of the Anthropological Division of the U. S. 
National Museum, spoke on “Disease, Medicine, and 
Surgery in Prehistoric America.” The Twenty-fifth 
Hanna Lecture was delivered by Jules Duesberg, Pro- 
fessor of Anatomy and Rector, University of Liege, 
Belgium. His lecture was “The Cause of Unequal 
Cell Division.” 


*See N. E. J. M. October 17, 1930. 


NOTICES 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M. on Thursday, March 5, in the Am- 
phitheatre of the Peter Bent Brigham Hospital, a 
medical clinic will be given by Dr. Henry A. Chris- 
tian, to which physicians are cordially invited. 
These clinics will be held regularly on Thursday 
afternoons. 


CORRECTION 


In the item entitled ‘“‘The Doctor and His Patient’s 
Nurse” an error in punctuation occurred on Page 
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395 (issue of February 19) in the paragraph begin- 
ning “When practical nurses are employed.” 

The paragraph should read: 

When practical nurses are employed, they are 
used much more frequently for home than for hos- 
pital cases. Eleven per cent. of all the nurses em- 


ployed by this group of patients were practicals. 
Of the patients with practicals, nineteen per cent. 
were in the hospital, seventy-two per cent. were in 
the home, nine per cent. were in both hospital and 
home. 


REPORTS AND NOTICES OF 
MEETINGS 


BETH ISRAEL HOSPITAL HOUSE OFFICERS 
ALUMNI ASSOCIATION 


The Beth Israel Hospital House Officers Alumni As- 
sociation at a meeting held on February 11, 1931, 
elected the following named officers for the year 1931: 

John Deitch, M.D., president. 

Louis Paul, M.D., vice president. 

Abraham M. Levine, M.D., treasurer. 

RvuTH WEISSMAN, M.D., Secretary. 


REPORT OF MEETING OF THE LEGISLATIVE 
COMMITTEE OF THE PLYMOUTH DISTRICT 
MEDICAL SOCIETY HELD AT THE COMMER- 
CIAL CLUB, FEBRUARY 5, 1931 


The Legislative Committee of the Plymouth Dis- 
trict Medical Society held its third annual meeting 
at the Commercial Club, Brockton, Mass., February 
5, 1931. This committee, for the past three years, 
has entertained the legislators of the Plymouth 
District at a dinner, after which speakers of promi- 
nence in the Massachusetts Medical Society have 
addressed the legislators in order to give them in- 
formation in regard to the various bills that may 
come before the Legislature. This year was the 
best meeting that has been held. Among those 
present were: Senator Roger Keith, Representative 
W. H. McCarthy of Rockland, Representative John 
Holmes of Brockton, Representative John J. Whalen 
of Brockton, Representative Joseph H. Downey of 
Brockton, Representative John P. Lyons of Brock- 
ton, Representative Jabez P. Thompson of Halifax, 
the Dean of the House Legislators, Representative 
Ira C. Ward of Plymouth, Representative John Q. 
Knowles of Hull, and Representative William A. 
Brown of Abington. Seated at the head table were: 
Dr. Thomas H. McCarthy, chairman of the legisla- 
tive committee, Dr. Frederick W. Murdock, presi- 
dent of the Plymouth District Medical Society, Dr. 
Robert B. Greenough, president of the Massachusetts 
Medical Society, Dr. Thomas J. O’Brien, executive 
officer of the Massachusetts Medical Society and Dr. 
George H. Bigelow, State Commissioner of Public 
Health. The last three were the speakers of the 
evening. After the dinner, Dr. Thomas H. McCar- 
thy, chairman of the legislative committee, ad- 
dressed the meeting saying: “This is the third year 
that the Plymouth District Medical Society has held 


a dinner in order to explain more fully the various 
public health bills that have been presented to the 
Legislature. We have tried each year to have men 
of prominence address you; men who have given 


years of their lives to acquire medical knowledge in” 


order that they may hetter explain the bills that 
are to be discussed this evening. We want you to 
understand more fully what these bills mean to the 
general public of the State of Massachusetts if 
they are passed and become law. Some of these 
bills, the different speakers of the evening will 
recommend as acceptable to the Massachusetts 
Medical Society. Others they will tell you are not 
endorsed by the Society because they feel that cer- 
tain bills will be a detriment if passed. I am not 
going to talk at length about these bills because 
we have with us tonight three eminent men of 
our profession, who have given years of their lives 
to the study of the various problems that con- 
front the medica! profession. In Dr. Greenough, 
president of the Massachusetts Medical Society, we 
have one of the foremost cancer experts in the 
country. In Dr. George H. Bigelow we have the 
State Commissioner of Public Health. His tireless 
energy has brought about many improvements since 
he has assumed the duties of that office. Dr. Thomas 
J. O’Brien needs no introduction to our society. 
He is the executive officer of the Society and to him 
falls the duty of explaining in detail] the different 
bills that come before the Legislature this year. 
You as members of the Legislature will pass on 
these bills. I want it fully understood that you are 
not here tonight by our invitation so that we may 
coerce you or influence you as to what you shall do 
when these bills come before you. We invite you 
here this evening so that we can talk these matters 
over, in order that you may more fully understand 
just what these bills are about, so that when they 
are presented, you can either vote for or against 
them, as your own conscience dictates. But we feel 
that after we explain these bills, you will know 
just what to do and can govern yourselves accord- 
ingly. I have the great honor and privilege of pre- 
senting to you as the first speaker of the evening, 
Dr. Robert B. Greenough, president of the Massa- 
chusetts Medical Society.” 

Dr. Greenough: “We are indebted to the Plym- 
outh District for the idea of arranging meetings such 
as this between the members of the Legislature and 


the physicians and I am sure you will be pleased ™ 


to know that this plan has been adopted in a num- 
ber of other districts. 

“The Massachusetts Medical Society is respon- 
sible for many plans of the State Department deal- 
ing with the public health now in operation in Mas- 
sachusetts. Thus it was at the suggestion of the 
Massachusetts Medical Society that the first State 
Board of Health was organized and the same is true 
in regard to the care of tuberculosis and of mental 
disease. The Society worked for nine years to ob- 
tain a Board of Registration in Medicine which was 
finally secured by legislation in 1894. 

“For many years the Society has had a Commit- 
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tee on State and National Legislation. Its mem- 
bers are appointed with three objects in view: first, 
to protect the public health; secondly, medical edu- 
cation; and thirdly, welfare of the medical profession 
as far as these subjects are applicable to problems 
of legislation. 

“When we approach the members of the Legisla- 
ture we feel that by reason of our training we 
possess information with respect to medical matters 
which we wish to convey to them. We realize that 
cther features such as finance and expediency must 
be considered by the Legislature entirely apart from 
the medical aspects of the problem. When medical 
opinion is not united, we feel that we must refrain 
from attempting to express the views of the Mas- 
sachusetts Medical Society. There are many ques- 
tions in which there is not at present unanimity of 
medical opinion. I refer to legislation regarding 
prohibition, the bill in regard to contraceptives and 
that for the construction and maintenance of a hos- 
pital for rheumatism by the Department of Public 
Health. Upon these bills the Society does not 
express an opinion. There are many other bills, 
however, affecting the public health and the medi- 
cal profession upon which we take a decided stand. 

“I will ask your Chairman to call on Dr. O’Brien 
who has made himself familiar with the facts in 
regard to all these bills.” 

In introducing Dr. O’Brien, Dr. McCarthy said: 
“In all these matters, by reason of our education, 
as physicians, we have necessarily become conver- 
sant with certain facts, which enable us to express 
opinions upon which our behavior is founded. This 
does not cover all the reasons for favorable: action, 
because finance and practicability may play a part. 
Politics do not enter this discussion from the 
standpoint of physicians. We do not care what 
party you represent. These men are here tonight to 
explain these bills so that you may understand what 
they are designed to bring about. I have the honor 
of introducing to you, as the next speaker of the 
evening, Dr. Thomas J. O’Brien.” 

Dr. O’Brien: “One hundred and fifty years ago 
when the Massachusetts Medical Society was found- 
ed the expectancy of life was thirty-five years. At 
the present time it is fifty-five years and the pro- 
fession of medicine is naturally proud of its rec- 
ord. {his progress is due to education, in that chil- 
dren are taught the rules of hygiene and sanita- 
tion; to discoveries in diagnosis and treatment as in 
diphtheria, malaria, syphilis, diabetes and pernicious 
anaemia wherein certain definite specific remedies 
have been found; and to the method of spreading new 
theories through our Journals and medical con- 
ferences. 

“Each year we are appalled by the number of 
bills introduced into the Legislature which would, 
if passed, compel us to adopt methods which are 
obsolete and requirements for practicing the healing 
art which would be deplorable. 

“Our form of government abhors class legislation 
and granting permission to children in private 
schools to avoid compulsory vaccination is certain- 


ly a violation of this principle. There is a single 
standard of qualification to practice medicine in 
this commonwealth, namely, passing the examina- 
tion of the State Board of Registration in Medicine. 
We feel that this single standard should be con- 
tinued as it is a guarantee to the citizens that any- 
one legally practicing the healing art is of good 
moral character and qualified to alleviate suffering 
and treat the sick. To permit a few of the medical 
cults to practice medicine after an examination by 
the members of their organization is ridiculous and 
manifestly unfair. We wish the legislators to know 
that we do not object to a person practicing the 
healing art in the manner in which he is most 
proficient if he first proves his ability to pass an 
examination given by the State Board of Registra- 
tion in Medicine.” 

After Dr. O’Brien had finished, Dr. McCarthy in- 
troduced Dr. George H. Bigelow, State Commission- 
er of Public Health. 

Dr. Bigelow said that House Bill 265, to be heard 
on February 24, was introduced by Dr. Woodward 
and would extend compulsory vaccination to the 
private schools, doing away with the present in- 
justice which constitutes class legislation. 

He illustrated the effectiveness of vaccination by 
the recent smallpox experience in Williamstown. A 
family came there to spend the holidays with a Wil- 
liamstown family, from New York. During the 
holidays there was a dance and although this man 
had certain eruptions on his face, that didn’t seem 
to make any difference. He danced with a large 
proportion of the women in attendance. There 
were seventy-five or one hundred people present on 
this occasion. Forty-six of his partners had been 
vaccinated recently and they did not develop small- 
pox. One of his partners had not been vaccinated 
recently and the result was that from that one 
the epidemic started. A little later this man de- 
cided to go to Bennington and all of the people with 
whom he came in contact developed smallpox. After 
a thorough investigation the conclusion was that 
this man who contracted smallpox in New York 
immediately spread it directly and _ indirectly 
through Williamstown. 

The opposition has introduced House Bill 760 
which in addition to prohibiting compulsory vac- 
cination in the public schools would forbid colleges 
and private schools of their own initiative to re- 
quire vaccination. It would also apparently pro- 
hibit industries from so protecting their employees 
and would seem to be in conflict with the authority 
at present vested in local boards of health to re- 
quire vaccination in the presence of an epidemic. 
Dr. Bigelow outlined House Bill 83, which would 
direct the Department to develop a program for the 
cure, alleviation and prevention of rheumatism, 
which would include a hospital of about 200 beds, 
improvement of local resources for early diagnosis, 
and general education. The Department’s studies have 
shown that while heart disease is the most killing of 
our chronic diseases, rheumatism is the most crip- 
pling and therefore economically the most important. 
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This bill has been favorably reported by the Com- 
mittee on Public Health and is now awaiting hear- 
ing before Ways and Means. He spoke in favor of 
House Bill 476, reported favorably by the Committee 
on Counties, which would permit county hospitals 
on request from local boards of health to furnish 
clinicians for the local tuberculosis clinics. He 
pointed out that for success in the battle against 
tuberculosis much more adequate early recognition 
of the disease must be obtained and this requires as 
the basis of the whole structure competent 
clinicians familiar with tuberculosis. House Bill 81 
will be heard on February 25 before the Committees 
on Agriculture and Public Health sitting joint- 
ly. This is the bill requiring that eventually in all 
communities over 5000, all milk should be either 
pasteurized or from non-tuberculous cattle. Already 
100 communities through local regulations have 
standards at this level or higher. This represents 
75 per cent. of the population. Progress in tubercu- 
lin testing makes this entirely practical and Dr. 
Bigelow urged support in order to do away with the 
present shocking situation in which at least three- 
quarters of a miliion people are daily exposed to 
potentially tuberculous milk. 

At the conclusion of Dr. Bigelow’s remarks, Dr. 
Thomas H. McCarthy told the legislators present 
that the meeting was open for discussion and any 
questions that might come up would be answered 
by the three speakers to the best of their ability. 

Representative William H. McCarthy, the blind 
representative from Rockland, then spoke. He said 
that he was glad to be present and had been present 
at former meetings, that he had always gained 
considerable information after hearing the different 
bills discussed and that if he should be invited 
again he would surely accept. 

Representative John P. Lyons was then called 
upon. Mr. Lyons talked at length about the vac- 
cination bill. He said that as far as that was 
concerned they could count on him because he be- 
lieved in it and he hoped that everyone would see 
the merits of the bill in the way he did. He said 
he was delighted to be present and assured the 
Plymouth District Medical Society that he would 
be very glad to come again if he received an invita- 
tion, in order to learn all that he could about the 
public health bills that come up before the 
Legislature. 

Representative Jabez P. Thompson of Halifax also 
expressed his pleasure in being present and said 
that he had learned a great deal about public 
health bills with which he previously was not ac: 
quainted. He said that he thought meetings of this 
kind were of great benefit to the legislators and 
that if he were invited again he would sureiy at- 
tend because of the great amount of information 
that he had gained from this meeting. 

Representative John Q. Knowles of Hull was then 
called upon and he endorsed. the sentiments of the 
previous speakers. He said that one of the bills in 
which he was particularly interested was the one 
that would oblige insurance companies to pay hos- 


pitals and doctors when there was an automobile ac- 
cident. He said that he thought it was a shame 
for the person to “elope” and allow the hospitals 
and doctors to go unpaid, that he would be 100%” 


for that bill and that he would do all he could to”” 


get others to support it. He added he was glad to 
be present and that he would certainly come again, 
if extended an invitation. 

Senator Roger Keith said that he was always 
glad to be present and that the medical profession 
didn’t have to worry about what he would do be- 
cause meetings of this kind were so instructive 
that he felt that each time he came to one he would 
get some information that would be of benefit in 
making a decision on how to vote on bills like 
these. 

Representative John Holmes said that he was 
always glad to be present and that no one need to 
worry about how he stood in regard to health mat- 
ters if they were justifiable. 

Representatives Ira C. Ward, Joseph H. Downey, 
John J. Whalen and William A. Brown all made 
brief remarks and said that they had had a splendid 
evening. They said that it was the finest meeting 
they had ever attended and thought it was an ex- 
cellent thing for the Massachusetts Medical Society 
to have speakers of prominence talk to them so 
that they might more fully know what these bills 
meant. Each speaker reiterated his hope that he 
might be invited to subsequent meetings. 

A very delightful dinner was served and everyone 
seemed to feel that it was the best meeting that the 
Plymouth District Legislative Committee has ever 
held. CHARLES G. MILES, Reporter. 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society was 
held at the Peter Bent Brigham Hospital at 8:15 P. M. 
Tuesday, February 10, 1931, opened by Dr. Merrill 
C. Sosman. 

The medical case was presented by Dr. Pokorney 
with the following history: A female of about 35 
years, entered with the complaint of weakness of the 
legs and difficulty in walking for 3 to 4 years. She 
had had enuresis until the onset of her menses at 
18. Following this she had had metrorrhagia for nine 
months, relieved by ovariectomy. She had worn 
glasses many years but her vision had been gétting 
worse. 

Three years ago she noticed sudden weakness in 
the legs, especially in the right. This continued for 
three or four months, then improved slightly but 
the legs are still weak but not predominantly so on 
one side. There has been urgency for three months. 
Physical examination showed a well-developed and 
nourished woman, dragging the right foot, walking 
with a slightly spastic gait, on a broad base. Rom- 
berg was negative. Heart slightly enlarged—LBD 
being 13 centimeters out. The aortic second sound 
was accentuated. Blood pressure 160/100. There 
were a number of small hemangiomata ever the chest, 
especially on the right side. Neurological examina- 
tion showed: slight nystagmus to the left, hyper- 
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emic right optic disc normally cupped, diminished 
visual acuity on the right, absent abdominal re- 
flexes, deep tendon reflexes increased especially on 
the right, positive Babinski, more on the right, nor- 
mal sensation. 

Laboratory findings were: Red count 4,400,000, 
white count normal but with lymphocytes as high as 
47 per cent. Urine was negative. Serology negative. 
Lumbar puncture showed slightly increased initial 
pressure, 170, but was otherwise negative. 


X-rays showed fine striations, resembling angio- 
mata, in the second dorsal vertebra and right parietal 
bone. In other parts of the skull were areas suggest- 
ing either angiomata or multiple myeloma (Bence- 
Jones test of the urine was negative). The diag- 
nosis lies between multiple sclerosis, cord tumor, 
and multiple angiomata. 


The surgical case was presented by Dr. Ray with 
the following history: A 57-year-old male entered 
with complaints, increasing for eight to twelve 
months, of exhaustion, generalized weakness, dizzi- 
ness, headache, pain over the heart, anorexia, with 
tingling and aching in the wrists and calves. He was 
admitted to the medical service with the question- 
able diagnosis of pernicious anemia. There were no 
abnormal chest, abdominal or neurological findings. 
Red count was 3 million, hemoglobin 35, smear 
showed anisocytosis and poikilocytosis. Gastric an- 
alysis showed acid. By a barium meal the stomach 
and small intestine were found to be normal. A 
barium enema filled the colon readily to the hepatic 
flexure where obstruction was encountered. As the 
cecum emptied, some residual barium was seen and a 
mass could be palpated in this region. Stools showed 
occult blood. The patient transferred to the surgical 
service where Dr. Homans, under avertin-ether anes- 
thesia, resected an adenocarcinoma of the ileocecal 
region and did an end to side anastomosis between 
the ileum and the transverse colon. There were no 
Metastases grossly or in glands removed and ex- 
amined microscopically. The postoperative course of 
six days has been uneventful. 

Dr. Sosman then introduced Dr. Otto Folin as chair- 
man for the remainder of the evening. Dr. Folin 
introduced Dr. Joseph C. Aub. His subject was: “The 
Relation of Calcium Metabolism to Internal Medi- 
cine.” 

Most inorganic salts exist in the organism in solu- 
tion. Hence there is no storehouse for them. Cal- 
cium, on the contrary, has an enormous storehouse 
in the bones. This fact makes it the one available 
base to be drawn upon in time of need. In this re- 
spect, the trabeculae are more important than the 
shafts. Slides were shown illustrating the depletion 
of the calcium in the trabeculae when animals are 
fed on an acid diet and one low in calcium. When 
animals are born the bones are filled with trabeculae; 
as they grow older these are lost and the storehouse 
of calcium is utilized in the growth process. This 
deposit of calcium in the trabeculae occurs in the 
last few weeks of fetal life, thus explaining the tend- 
ency of premature children to have rickets. 

Three factors influence the drain on the organism 


of calcium. They are: 1, Diet; 2, Glands of Internal 
Secretion; 3, Vitamines. 

As regards the influence of diet, charts were shown 
illustrating feeding experiments. Animals were 
placed on a diet of simple foods, adequate in every- 
thing except calcium, and the potential reaction of 
which was neutral. The urinary and fecal calcium ex- 
cretion reached a constant level. Then the diet was 
shifted to an acid reaction by adding ammonium 
chloride. The fecal excretion remained the same but 
the calcium excreted in the urine rose markedly. 
This rise can be counterbalanced by increasing the 
calcium intake. 


Of the glands of internal secretion, the parathyroid 
plays the most dramatic réle in calcium metabolism, 
and exerts a pronounced influence on the level in the 
blood. When these glands are extirpated, the cal- 
cium in the blood falls, the phosphorus rises, the cal- 
cium excretion in the urine falls, but there is no 
change in the level of excretion in the feces. A prob- 
able explanation for this contrast lies in the exist- 
ence of a renal threshold (about 8 milligrams per 
100 cc.) and the absence of such a threshold in the 
bowel. The reason for the low blood calcium is still 
undetermined. Striking is the avidity of the bones 
for calcium, demonstrated by the non-excretion even 
when given in large amounts in this condition. At 
death the trabeculae are found to contain an adequate 
amount of calcium. 


If parathormone is injected, the reverse occurs. 
There is a high blood calcium, low phosphorus, the 
first change being in the phosphorus level. Calcium 
excretion is increased, but absorption from the bowel 
is not affected. Charts were shown to illustrate the 
unsuccessful attempt to decalcify a case of myositis 
ossificans by the use of parathormone. This failure 
is explainable on the basis of the ready availability of 
the calcium in the trabeculae. The only effect of the 
parathormone was on the calcium and phosphates of 
the bones, an effect requiring 100 units daily for pro- 
duction, as contrasted with 10 units which would 
have produced it in an individual with tetany. The 
effect of the parathormone is first on the blood level, 
second on the drain from the bone, none on absorp- 
tion. In cases of hyperparathyroidism, the clinical 
picture is given of osteitis fibrosa cystica and high 
blood calcium. Nearly all are due to hyperactive aden- 
omata of the parathyroid glands and can be cured 
only by extirpation, although they can be kept in 
positive calcium balance by raising the calcium in- 
take. 

The thyroid has a marked effect on calcium excre- 
tion without affecting the blood levels. The excre- 
tion is increased in hyperthyroidism. X-rays were 
shown illustrating the marked drain on bone calcium 
of a hyperactive thyroid. Calcium excretion is high- 
er in exophthalmic goitre than in any other condition. 
This is the one condition in which the fecal excre- 
tion is raised. A chart was shown illustrating the 
fact that thyroxine causes a considerable rise of blood 
calcium in tetany despite the fact that the blood level 
is normal in exophthalmic goitre. 


As regards the influence of vitamines: If on an 


| 


470 


EDITORIAL DEPARTMENT 


N. E. J. of M. 
February 26, 1931 


inadequate calcium intake an individual takes 
viosterol there is no change in the calcium balance. 
If the intake is increased and viosterol is given, 
the calcium absorption increases. In steatorrhea 
tetany develops from increased calcium loss. This 
fecal excretion fails when viosterol is given. That 
this effect on absorption is not the only function 
of vitamine D is illustrated by the fact that injection 
of calcium glycero-phosphate alone does not change 
the pathological picture in rickets as does vitamine 
D. When viosterol is given the rise and fall of the 
calcium level is less abrupt than with parathormone, 
being spread over a period of two or three weeks. 


PRACTICAL APPLICATIONS 


1. Studies in osteosclerosis, fragilitas ossium, gen- 
eralized Legg’s disease, and carcinomatosis, and 
myeloma, reveal essentially normal levels of calcium 
excretion. This is because changes in the cortex 
of the bones are so slow as to be undetectable within 
the limits of error. 

2. In pregnancy the organism holds on to more 
calcium than usual because the patient cannot ingest 
enough calcium for balance during lactation. 

3. In the treatment of tetany, parathormone, 
thyroxine, calcium and acids are of demonstrable 
benefit. 

4. In hyperparathyroidism one may reach the 
stage of positive calcium balance but cure is effected 
only by extirpation. of the offending gland. 

5. In steatorrhea, ingestion of high calcium diets 
can be made effective by administration of viosterol. 

6. Calcium is also important in the treatment of 
various metallic poisonings: lead, mercury, thorium 
and radium. 

7. The effect of calcium chloride intravenously 
on lead colic led to its successful employment in 
renal and biliary colic. 

The meeting was opened to questions before ad- 
journment. 


INSTITUTES FOR PUBLIC HEALTH NURSES ON 
TUBERCULOSIS, CHILD HYGIENE, SOCIAL 
HYGIENE 


To BE HELD IN MASSACHUSETTS—1931 


Under auspices of Massachusetts Tuberculosis 
League, Massachusetts Department of Public Health, 
Massachusetts Society for Social Hygiene. 

Northampton 

March 9, 10 and 11—People’s Institute, Gothic 

Street. 
Worcester 

March 11, 12 and 13—Y. W. C. A., Chatham and 
High Streets. 

Boston 

March 16, 17 and 18—Y. W. C. A., Stuart and Clar- 
endon Streets. 

New Bedford 

March 17, 18 and 19—Hearing Hall, Municipal 
Building. 


Hours—10:00 A. M. to 12:00 noon, 2 P. M. to 4:00 
P. M. 

Lectures will begin promptly. 

Nurses are requested to arrive at the meeting places 
in time to register before the opening session. 

There will be no fees charged for registration or at- 
tendance at the Institutes. 


Coéperating Organizations 


Massachusetts State Nurses Association 

Massachusetts Organization for Public Health 
ing 

Massachusetts Central Health Council 

Hampshire County Public Health Association 

southern Worcester County Health Association 

Boston: Tuberculosis Association 

New Bedford Anti-Tuberculosis Association 


Nurs- 


TUBERCULOSIS SECTION 


Lecturer 


Mrs. Violet H. Hodgson, R.N., 
Assistant Director 
National Organization for Public Health 
Nursing 


The following program will be given at the places 

and on the dates indicated: 
Northampton 

Monday, March 9—Morning Session, Afternoon Ses- 
sion. 

Tuesday, March 10—Morning Session. 

Worcester 

Wednesday, March 11—Morning Session, Afternoon 
Session. 

Thursday, March 12—Morning Session. 

Boston 

Monday, March 16—Morning Session, Afternoon 
Session. 

Tuesday, March 17—Morning Session. 


New Bedford 
Wednesday, March 18—Afternoon Session. 
Thursday, March 19—Morning Session, Afternoon 
Session. 
PROGRAM 
Interpretation of Tuberculosis Nursing in a Gen- 
eralized Program 
Brief Résumé of the Outstanding Historical and 
Sociological Aspects of Tuberculosis 
Treatment of Tuberculosis 
Nursing Procedures and Techniques in the Home 
Community Relationships 
Appraisal of Nursing Service 
At the end of the final lecture Mrs. Hodgson will 
show a set of slides summarizing the outstanding fea- 
tures of a community tuberculosis program. 


SoctaL HYGIENE SECTION 


Lecturers 
Dr. Jessie Marshall, 
Associate Director, Division of Medical 
Measures, American Social Hygiene Association 
Dr. Helen I. D. McGillicuddy, 
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Educational Secretary, Massachusetts Society 
for Social Hygiene 


The following program will be given at the places 
and on the dates indicated: 

Northampton 

Tuesday, March 10—Afternoon Session. 
Worcester 
Thursday, March 12—Afternoon Session. 
Boston 

Tuesday, March 17—Afternoon Session. 

New Bedford 
Wednesday, March 18—Morning Session. 


PROGRAM 


The Venereal Diseases—Brief history; résumé of 
clinical signs; symptoms and course; prevalence 
and methods of determining such; social and eco- 
nomic significance. 

Control and Prevention—Official programs in Massa- 
chusetts and other states; treatment facilities; 
clinic procedures. 

Social Hygiene and the Nurse—Attitude of mind; 
changing viewpoint; interpretation of clinic serv- 
ices to the public; responsibility for the following 
groups: Prenatal, postpartum, new-born, infant, 
preschool, school, adult, industrial. 

Discussion 


CHILD HYGIENE SECTION 


Lecturer 
Dr. M. Luise Diez, 
Director, Division of Child Hygiene, 
Massachusetts Department of Public Health 


The following program will be given at the places 
and on the dates indicated: 
Northampton 
Wednesday, March 11—Morning Session, Afternoon 
Session. 
Worcester 
Friday, March 13—Morning Session, Afternoon Ses- 
sion. 
New Bedford 
Tuesday, March 17—Morning Session, Afternoon 
Session. 
Boston 
Wednesday, March 18—Morning Session, Afternoon 
Session. 


PROGRAM 
Nurses’ Office Hour Mothers’ Class 
Class Room Inspection Parents’ Conference 
Physical Examination Home Visit 
The presentation of the program by Dr. Diez 
will be augmented by dramatizations featuring the 
maternity and child hygiene work of the public 
health nurse. 


Local arrangements are in charge of: 

Mrs. Geneva F. Rockford, R.N., Executive Secre- 
tary, Hampshire County Public Health Association, 
Memorial Hall, Northampton, Mass. 

Miss Christine B. Higgins, R.N., Executive Secre- 
tary, Southern Worcester County Health Association, 
5 Pleasant Street, Worcester, Mass. 


Miss Bernice W. Billings, R.N., Executive Secre- 
tary, Boston Tuberculosis Association, 554 Columbus 
Avenue, Boston, Mass. 

Mr. William B. Geoghegan, Director of Field Work, 
Department of Public Health, Municipal Building, 
New Bedford, Mass. 


Further information about the Institutes may be 
secured from the above persons or 

Massachusetts Tuberculosis League, 1148 Little 
Building, Boston, Mass. 

State Department of Public Health—Division of 
Child Hygiene, State House, Boston, Mass. 

Massachusetts Society for Social Hygiene, 1150 
Little Building, Boston, Mass. 


THE NEW ENGLAND PEDIATRIC SOCIETY 


This society will meet on February 27, 1931. 
_ PROGRAM 
Clinical meeting in Amphitheatre of Children’s 
Hospital, 4 P. M. to 6 P. M., under the direction 
of Dr. Charles F. McKhann. 
Society dinner at Vanderbilt Hall, Harvard Medi- 
cal School at 6.30 P. M. 
Evening program at the Boston Medical Library 
at 8.15 P. M. 
a. Business meeting. 
b. Inaugural address—Dr. Elmer W. Bar- 
ron, Boston, Mass. 
“The Menace of Psychiatry’ — Dr. 
Joseph Brennemann, Chicago, Illinois. 
Discussion will be opened by Dr. Bron- 
son Crothers. 
Refreshments. 
GERALD HOEFFEL, Secretary. 


WILLIAM HARVEY SOCIETY 


The next meeting of the William Harvey Society 
will take place on Friday evening, March 13, i931, 
at 8 P. M. Dr. Samuel R. Meaker, Professor of 
Gynaecology at Boston University Medical School, 
will speak on the subject “The Social Aspect of 
Gynaecology.” The chairman of the evening will 
be Dr. Louis E. Phaneuf, Professor of Gynaecology 
at Tufts Medical School. 

April 10—The William Harvey Society at the 
Beth Israel Hospital, 8.00 P. M. Dr. Herbert S. 
Hutchinson of Milford, N. H., and Dr. Henry A. 
Christian of the Peter Bent Brigham Hospital will 
speak on “The Old and the New in General Prac- 
tice,” 


GREATER BOSTON MEDICAL SOCIETY 


A joint meeting of the Greater Boston Medical 
Society and the Beth Israel Hospital will be held on 
Tuesday, March 3, 1931, at 8:15 P. M., at the Beth 
Israel Hospital. 


PROGRAM 


Observations on Spinal Anesthesia With a Report 
of 2,000 Cases, Dr. Boris Rapaport. Discussion, Dr. 
Lincoln Sise. 


SC 
1. 
2. 
3. 
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Physiology of the Ovarian Hormone, Dr. Henry S. 
Finkel. Discussion, Dr. B. Parvey, Dr. Fuller Al- 
bright. 

The Réle of Uroselectan in Urology, Dr. Samuel A. 
Robins. Discussion, Dr. Max Ritvo, Dr. Henry A. 
Kontoff. 

BERNARD I. GOLDBERG, M.D., Secretary. 

483 Beacon Street, Boston, Mass. 


LAWRENCE CANCER CLINIC 

A Demonstration Clinic will be held on the occa- 
sion of the regular session of the Lawrence Cancer 
Clinic on Tuesday, March 3, 1931, at 10 A. M., at the 
Lawrence General Hospital. A consultant from Bos- 
ton will be in attendance. 

Physicians in the jurisdiction of the Essex North 
District Medical Society are invited to bring or send 
patients for diagnosis and advice. 

All physicians are welcome. 

J. Forrest BURNHAM, M.D., Chairman, 
For Lawrence Cancer Clinic. 

February 20, 1931. 

SOCIETY MEETINGS 
.CONGRESSES AND CONFERENCES 


March 2-30—Lectures on Keeping Mentally Fit. Given 
under y= auspices of the Massachusetts Division of Uni- 
versity Extension and the Massachusetts Society for Men- 
tal oo Boston 
in the. Gardner Auditorium, State House, 


er ry B. Elkind, Director, 
Massachusetts Society for Mental Hygien 

March 2—Do By Americans Really Live? James J. 
Walsh, M.D., edical Director, Fordham eat Saat 
School of Wochoiee ony, and Professor of Physiological P 
chology, Cathedral College, New York City. 

March 9—The Job and Mental Health. Elton Mayo, 
Harvard Graduate School of Business Administration. 

March 16—Emotion and Intellect in Adult Life. William 
B. Terhune, M.D., Austen Riggs Foundation, Stockbridge. 

March 23—Normal and Abnormal Fear. Abraham Myer- 
aoe. oD, Professor of Neurology, Tufts College Medical 
chool. 

March 30—‘‘Nerves’”’; 
E. van Norman Emery, M.D., 
cut Society for Mental "Hygiene. 


Their Meaning in Our Lives. 
edical Director, Connecti- 


uary England Pediatric Society. See de- 


Febru 
= fae page 4 
Medical Society. See page 295, 

PPR of February 5. 

March Cancer Climic. See notice above. 

March 3—Greater Boston Medical Society. See page 471. 

March 4—The George Gey Lecture. See 
details on page 408, issue of Februa 

March 4—Cardiac Course. See ten pik page 408, issue 
of February 19. 

March 5—Medical Clinic at the Peter Bent Brigham Hos- 
pital. See pag 

March 9- bt for Public Health Nurses on 
Child Hygiene, Social Hygiene. See page 


March 13—The heer ervey Society at the Beth 
Israel Hospital. See page 471. 
rch 23-27—Fifteenth Annual Clinical Session of the 
of Physicians. See page 240, issue 
Society. See 


of January 2 
April 10—The William Harve page e 471. 
ational osis 
e 1310, issue of December 25. 


May 11- of 
ciation at Syracu See 
27-31 Third International 


July Congress of Radiology. 
Paris. Complete notice appears on page 385, issue of 
August 21. 


DISTRICT MEDICAL SOCIETIES 
Bristol North District Medical Society 
April 16—Taunton Woman’s Club. 
September 17. 


Essex North District Medical Society 


Essex South District Medical Society 


March 4—Lynn Hospital. Clinic P. M. 
Dinner a ag M. Speakers: Dr. Henry H. Bos 
ton; subject : Treatment of Varicose Veins and "ulee cers 
by the Injection Method. Dr. Arthur W. Allen, Boston; 
subject: Neurovascular Surgery. 


Thursday, May 7—Censors meet at Salem Hospital at 
3:30 P. M. 


12 — Annual Meeting. The 
Dr. Morris Fishbein, Editor of the 
“History of Medi- 


esda Ma 
Gloucester, Spea ker 

A. Journal of "Chicago. Subject: 
cal Cults. ’* Ladies invited. 


Franklin District Medical Society 


March-May—The meetings are held on the second Tues 
gave = en and May at 11 A. M. at the Weldon Hotel, 
eenfie 


Middlesex East District Medical Society 


March 11—At Reading. 
May 13—At Wakefield. 


Norfolk District Medical Society 


March 31—Dr. Arthur W. Allen. Subject 
deal with diseases). 
more, 8 P 
May—Annual Meeting. Date and details to be an- 
nounced. 
7—Censors’ Meeting for examination of candidates 
at 171 Warren Street, Roxbury, 4 P. M. Candidates from 
schools on accepted list will forward application with 
certificate of graduation to s least one 
week prior to date of from 
schools not on accepted list who have 
five years will forward applications together w _ BN 
ieeees of recommendation from members 
ing in the Massachusetts Medical Society to Dr. 5 
Johnson, Cabot Beverly, Mass., t weeks prior 


to be an 
Hotel Ken. 


to date of examinatio Fee for all candidate 
FRANK S. CRUICKSHANK, Secretary. 


Norfolk South District Medical Society 


Spring 2 as follows: 
arch 5, Apr 7. 

All at 12 noon. Meetings be held 
at — Norfolk County Hospital, South Brain 

e censors will meet on May 7 at 11:30 a Me: at the 
Norpalls County Hospital, South Braintree. 
NATHAN R. PILLSBURY, Secretary. 


Suffolk District Medical Society 


March 25- Ape 29—Combined meetings with the Bos- 
ton Medical brary. These wee will be held as 
specified below on Wednesdays, 15 P. M. 

March 25—Clinical Program, Beth Israel Hospital. 
ao ril ee Meeting. Election of Officers. Boston 
Medical Libra 
The snail: profession is cordially invited to attend all 
of these meetings 


GEORGE S. DERBY, M.D., 
President, Suffolk "District Medical Society. 


LELAND S. McKITTRICK, M.D., 
Secretary, a District Medical Society. 
HILBERT F. DAY, M.D., 
Boston Medical Library. 


BOOK REVIEWS 


Homans’ Textbook of Surgery* 


Fresh from the press, an entirely new order of 
surgical textbook has appeared. ‘Textbooks of sur- 
gery, like other textbooks, have, for the most part, 
been written at the behest of some publisher who 
has seduced by flattery his unsuspecting victim to 
undertake a task the magnitude of which was be- 
yond the scope of his imagination. Here, on the 
other hand, is a book written for a purpose, long 
planned and for which a publisher finally had to be 


*A Textbook of Surgery, by John Homans, M.D., compiled 
from lectures and other writings of members of the vapeur 
Department of the Harvard Medical School. Charles C. Thoma 
Publisher, Springfield, ‘Tlinois, 1931, 1195 pp. Trade $9. 00; 


he next meeting will be held at the Amesbury Country 
Club early in May. 


a considerable reduction made for medical students. 
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sought. The generality of works of this kind had 
been from the outset, or has subsequently grown 
into, copious tomes in which one might convenient- 
ly and profitably search for new information or re- 
fresh one’s memory on a topic hazily recalled. 
They have been, in other words, most of them, 
carefully prepared and all-inclusive compilations of 
facts and in this respect have been highly useful. 

The writing of such another book, however, does 
not appear to have been the intent and purpose of 
the author of this present work. For here is a book 
about surgery to read, the like of which to the 
writer’s knowledge has not been produced in mod- 
ern times. 

The Irishism that Osler’s “Medicine” was the 
best existent work written on surgery has often 
been repeated. It was a book, in other words, that 
the surgeon could not well be without, because gen- 
eral medicine is necessarily the basis of that great 
field of modern surgery which lies distinctly apart 
from the “external surgery” of wounds and frac- 
tures. And what little Osler had to say about 
surgery was said not only with understanding and 
sympathy, but to the point. 

But now we have a work on surgery which 
the physician cannot well be without, for sanely and 
picturesquely it gives just the sort of information 
about his colleagues’ problems and point of view 
that he needs to have at hand. And so far as con- 
cerns the undergraduate student for whom the work 
is primarily intended, this is a book, like Osler’s, 
which is as easy reading as a novel. The mere turn- 
ing of the pages shows that it is not a book written 
overnight but one that has long and studiously been 
in preparation. 

Homans’ “Textbook” purports to represent the 
general principles of surgery as they happen to be 
taught by a number of different persons covering 
the several subdivisions of surgery in the Harvard 
Medical School, principles which of course are no 
different from those taught (very possibly much bet- 
ter) in other medical schools, most of which also 
yearn for a readable textbook. Though a group 
product, therefore, and though the author has gen- 
erously mentioned those who have provided him 
with their lecture notes and teaching material, the 
vivid and racy style of presentation is wholly that 
of the Editor. Hence, like so many others, it is not 
a patchwork book—here the voice of one man really 
interested and in the next chapter that of another 
obviously dragged unwillingly to a distasteful task 
at circa two dollars a page. 

The single failing of the book, if one is to pick a 
flaw in a work so excellent, lies in the want of 
details regarding actual manipulative procedures 
of surgery; but obviously it was not intended to be 
an operative surgery; and after all, the place to 
learn that part of the surgeon’s craft is at the 
operating table and not from written descriptions 
or pictures of procedures which are usually super- 
seded before they come to be published. 

The book, too, has the inevitable typographical 
errors of a first printing and possibly some actual 


errors of statement—but this is inevitable with a 
work which has necessarily covered such a large 
and complicated subject in such a broad sweep and 
has taken so long to prepare; and the errors can 
easily be corrected in subsequent editions which 
are certain to be demanded. 

The brief historical introductions to several of 
the chapters will be particularly appealing to many 
and will serve as a lure to pull by the nose even 
the reluctant undergraduate through the more de- 
tailed subject matter which follows. These pre- 
liminary notes were apparently an after-thought on 
the author’s part during the progress of the work 
and he may at another time come to fill in the 
gaps for some of the sections not so introduced. 

The publisher has done his part of the work 
admirably. The book is small, compact, business- 
like in appearance, and its pages turn well. Both 
the publisher and the author have resisted the 
temptation to make a picture book by employing 
color plates and photographic reproductions, and 
in restricting themselves to the use of line draw- 
ings they have been able greatly to reduce the 
price of the volume, for which medical students will 
be duly appreciative. H. C. 


William Stewart Halsted, Surgeon. By W. G. Mac- 
CaLLuM. Baltimore: The Johns Hopkins Press; 
London: Humphrey Milford; Oxford University 
Press, 19380. xvii + 246 pages. Price $2.75. 


Halsted’s life was divided into two rather definite 
periods; there was the early New York period, just 
after he had come back from abroad, full of enthu- 
siasm, working to the limit of his energies in sur- 
gery and the teaching of surgery; then there came 
the more quiet period after he removed to Baltimore. 
His work, however, was accomplished during both 
periods and to read a list of his actual contributions 
to surgery demonstrates to us the greatness of the 
man’s originality. For instance, in 1880 he was the 
first te use gutta-percha tissue for dressing wounds 
and drcimage material; four years later he created in- 
tradermal and neuro-regional or block anaesthesia by 
the use of cocaine; the next year he excised the in- 
ferior dental nerve after blocking it with cocaine; 
and the same year he discovered the principles of 
local anaesthesia as we now know them. In 1890, 
after he had established himself in Baltimore, he 
first introduced rubber gloves in performing surgi- 
cal operations and, in 1896, silver foil as a dressing 
for closed wounds. In 1903 he devised the buried 
plate and screw method for the treatment of frac- 
tures. In addition to his technical discoveries, all of 
which are not listed, attention should be called to his 
experimental work, especially on intestinal suture 
(1887), parathyroid surgery (1888), the radical cure 
of cancer of the breast (1889), inguinal hernia (1890), 


‘the first successful ligation of the first portion of the 


left subclavian artery (1891), the bulkhead method 
of performing an end to end anastomosis of the in- 
testine (1910), the elimination of the danger of 
swelling of the arm after the radical cure of cancer 
of the breast (1912), and the proving later that this 
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swelling was due to infection (1921), and finally, his 
demonstration with Reichert and Reid that the entire 
limb may be successfully transplanted without suture 
of the blood vessels (1922). No American surgeon 
has such a long list of accomplishments, both tech- 
nical and experimental, to his credit, and, in addition 
to all this, Halsted established a tradition in surgery 
which is one of the greatest contributions America 
has made to this branch of medicine.* 


There are many other aspects of Halsted’s life con- 
sidered in MacCa!lum’s book. Particularly striking is 
the account of Halsted’s early work in New York; 
his experiments with cocaine anaesthesia; Halsted 
as an accidental and unsuspecting victim of the co- 
caine habit; the early days in Baltimore with Welch, 
Osler and Kelly; his friendship with foreign sur- 
geons, especially with Leriche; his life at his sum- 
mer estate in the mountains of North Carolina, and 
his unusual personality, different from that of any 
surgeon we have ever read about. Who could fail 
to be interested, from a human point of view, in a 
surgeon who was so particular about his table, when 
he gave a dinner at home, that he would personally 
supervise the selection of flowers, every article of 
the menu and all the details of the china and linen? 
He particularly objected to any signs of wrinkles in 
the tablecloth and had it ironed on the table. Hal- 
sted, also, was extremely careful about his attire. His 
suits of clothes, of which he had dozens, were made 
by the best tailors in London, his shoes in Paris. 
Such are some of the intimate details in regard to 
this extraordinary man. 

MacCallum has told the story in a straightforward 
manner and we see the man as his contemporaries 
saw him, with no important detail omitted. He has 

.~seen fit not to exploit Halsted’s martyrdom to sci- 
ence, a sane attitude worthy of respect. The book 
might have been more “popular” had this aspect of 
a great surgeon’s life been emphasized, but the re- 
viewer, for one, prefers the book as MacCallum has 
so skilfully written it. That a second edition has 
been necessary in two months after publication is a 
high tribute to Halsted’s biographer. <A graceful 
preface by William H. Welch serves as a pleasant in- 
troduction to the memoir. 


*See editorial comment on page 456. 


Medical Biometry and Statistics. By RayMOND 
PEARL, Ph.D., Sc.D., LL.D., Professor of Biology in 
the School of Hygiene and Public Health, and in 
the Medical School, Johns Hopkins University, 
Baltimore, Md. 459 pages. Second Edition, Re- 
vised and Enlarged. Philadelphia and London: 
W. B. Saunders Company, 1930. Cloth, $5.50. 


The second edition of Professor Pearl’s Medical 
Biometry and Statistics is 80 pages longer than the 
first. There have been some relatively unimpor- 


tant scattered omissions and very considerable ad- 
ditions, among which may be mentioned a chapter 
on the Logistic Curve, with especial reference to 
fitting the curve to populations, and a very consid- 


erable expansion of the general descriptive material 
in the first five chapters; many standard forms for 
taking case histories in hospitals are presented; 


President Hoover’s proclamation in connection with _ 


the 1930 census is given verbatim. 

The first edition of the book was reviewed in the 
Boston Med. and Surg. Jour., Vol. CXC, 1924, p. 455, 
and remains applicable to the new edition as to the 
old. 

Three books on medical statistics or vital statistics 
are especially available for medical and public 
health personnel: Vital Statistics by G. C. Whipple, 
The Elements of Vital Statistics by Sir Arthur 
Newsholme and Medical Biometry and Statistics by 
Raymond Pearl. The books are so different as to 
make a comparative study of them by medical men 
and public health officers much more instructive 
than the study of any one of the three could be. 
Whipple’s book is written from the point of view 
of the engineer. He gives a general description of 
the great variety of phenomenon in vital statistics 
and an exposition of the simple statistical pro- 
cedures of handling such phenomenon. Newsholme’s 
book is a more extensive summary and description 
of demographic material written by a physician and 
public health officer with less attention to the incul- 
cation to statistical methods as such; it is thus per- 
haps less available as a text on statistics but more 
available for general reading than is the case with 
Whipple’s book. Pearl’s book is written from the 
point of view of the biologist; it does not cover in 
any broad way the general facts of vital statistics; 
it does give a greater variety of statistical procedures 
and it has much more that might be of interest to 
the physician working with case histories. 


The Socialization of Medicine. By Evirn M. Purps, 
Compiler. The H. W. Wilson Company. New York. 
1930. Price 90c. | 


Every physician has an interest in the active 
movement known as the Socialization of Medicine 
(whether he is or is not aware of that interest) and 
should read the book published recently under that 
title. It appears in the series known as the Refer- 
ence Shelf (Vol. VII, No. 1), the object of which 
is “to make available when needed good debates, 
collections of articles, briefs, bibliographies and 
study outlines on timely subjects for public discus- 
sion”. It is useful also for private meditation. 

The compilation on medicine consists of material 
issued by significant medical authorities. It con- 
tains a short introduction, a Brief (summary of af- 
firmative and negative arguments, twenty-four 
pages) and a bibliography (eighteen pages). Then 
follow four pages of definitions, a general discus- 
sion (thirty-six pages), an affirmative discussion 
(fifty-four pages) and a negative discussion (forty 
pages). The material is well presented and through 
it one can get an excellent idea of most of what has 
been said on both sides of this burning question, As 
always, in debate, each reader must provide his own 
scales to determine the weight of the arguments. 


i 
i 
{ 


